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ABSTRACT
Predictors of caregiver psychological well-being, 
including depression, marital satisfaction, positive affect 
and negative affect were examined as a function of primary 
and secondary stress. Measures assessing these outcomes as 
well as role overload, inter-role conflict and care 
receiver impairment were administered to 77 female 
caregivers of dementia patients. A comparison group of 80 
females was also included. Results demonstrated that 
noncaregivers experienced significantly higher positive 
affect than caregivers. In addition, differential 
mediating relationships were found between primary and 
secondary stressors contingent upon the type of outcome 
examined. More specifically, inter-role conflict mediated 
the relationship between work overload and both positive 
and negative affect. Caregiver-specific stressors 
predicted depression and negative affect but did not 
predict positive affect or marital satisfaction. Finally, 
the domain-specific predictor of spouse inter-role conflict 
predicted the domain-specific outcome of marital 
satisfaction. Findings were discussed in terms of the 
caregiver stress model of Leonard Pearlin and his 
colleagues (Pearlin, Mullan, Semple, & Skaff, 1990) and 
suggest the multidimensional, dynamic nature of caregiving.
INTRODUCTION
Over a decade ago, Shanas (1979) dispelled the myth 
that families abandon their elderly relatives; in contrast, 
family members provide the majority of care to elders in 
our country. Brody (1985) describes caregiving for elders 
as a "normative" crisis that most individuals will 
encounter although the timing of the experience differs 
among caregivers. Caregiving of the elderly has received a 
great deal of attention in the past several decades, but, 
most researchers agree that there is still much to be 
learned about the process and impact of caregiving for 
elderly persons (George, 1990; Lawton, Kleban, Moss,
Ravine, & Glicksman, 1989; Pearlin, Mullan, Semple, &
Skaff, 1990).
Understanding the effects of caregiving is especially 
relevant when one considers current demographic trends 
(Biegel & Blum, 1990). First, the percentage of those over 
age 65 in our population has increased dramatically during 
the twentieth century and is the fastest growing segment of 
the population (Taeuber, 1983; Treas, 1977). Second, there 
is a growing number of caregivers who are elderly 
themselves (Hooyman & Lustbader, 198 6; Stone, Cafferata, & 
Sangl, 1987). Third, changes in family structure due to 
declining fertility rates and increased divorce rates may 
add to the pressures of caregiving (Preston, 1984; Treas, 
1981; Treas, 1977). Fourth, an increasing number of women,
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the traditional caregivers, are working (Brody, 1981; U.S. 
Department of Labor, 1984). Finally, changes in health 
care technology and reimbursement may increase caregiving 
duties (Coulton, 1988). All of these trends point to the 
probability of increasing responsibilities and stress for 
caregivers of the elderly.
Seventy-five percent of caregivers of the elderly are 
women (Stone, Cafferata, & Sangl, 1987); thus, the trends 
outlined above have special relevance to them (Soldo & 
Myllyluoma, 1983). Female caregivers are often parents, 
spouses, and employees in addition to being caregivers.
This "sandwich" generation of women is being pulled in 
different directions by various responsibilities associated 
with the many roles that women hold in contemporary society 
(Brody, 1981; Lang & Brody, 1983; Noelker & Wallace, 1985; 
Robinson, 1983). Consequently, the experience of multiple 
roles in relation to the stress of caregiving women is an 
important issue to consider.
Several problems have plagued caregiver research 
causing some researchers to question the value of 
conducting yet another caregiving study (Zarit, 1989).
First, the lack of theoretical basis in most caregiver 
stress investigations has limited the growth and knowledge 
of the field. Second, there is little consistency in the 
operationalization of caregiver stress or burden in the 
existing caregiver research. Moreover, outcome variables
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specific to the caregiving experience are often utilized, 
making it difficult to distinguish caregiving from its 
impact on the individual. Third, the use of global 
measurement instruments yielding a summary score tends to 
mask domain-specific findings. Finally, caregiver research 
has been criticized because researchers typically rely on 
small, convenience samples.
Given that women are the primary caregivers of elderly 
relatives, their experience of caregiver stress and its 
effect on their well-being was the focus of this study.
The caregiver stress theory of Pearlin and his colleagues 
as applied to the study of multiple roles and dimensions of 
caregiver psychological well-being supplied the theoretical 
emphasis for this study (Pearlin et al., 1990). Finally, 
the value of utilizing domain-specific measures was also 
explored.
The first part of this paper reviews the theoretical 
model used in this study of caregiver stress and considers 
methodological issues pertinent to caregiver stress 
research. These sections are followed by a review of 
relevant empirical studies and the identification of 
specific gaps in the literature that were addressed by the 
present research.
Theoretical Model of Stress
Although there are several plausible theories that may 
be applied to the study of caregiving (Pearlin et al.,
1990; Schulz, 1990), of interest to this study is the 
social contextual model of Leonard Pearlin and his 
colleagues (Pearlin, 1980; Pearlin, Lieberman, Menaghan, & 
Mullan, 1981; Pearlin et al., 1990). Furthermore, role 
theory will be examined as an augmentation of Pearlin's 
work (Marks, 1977; Sieber, 1974).
Pearlin and his colleagues view the stress process as
consisting of three primary components including, the
sources, mediators, and manifestations of stress (Pearlin,
1980; Pearlin et al., 1981; Pearlin et al., 1990).
According to Pearlin et al., the sources of stress include
sociodemographic variables, primary stressors, and
secondary stressors. These variables, in turn, predict how
well caregivers adapt to stressful situations (i.e.,
psychological well-being), as depicted below.
Sociodemographic — > Primary --> Secondary — ■> Well-being 
Variables Stress Stress
Sociodemographic variables include ascribed and 
attained statuses such as age, gender, race, education, 
socioeconomic status, and caregiving history. Primary 
stressors (both objective and subjective) stem from the 
needs of the patient and the nature of the care necessary 
to meet those demands. These stressors, in turn, lead to 
other problems and hardships for the caregiver (secondary 
stressors), such as inter-role conflict. Manifestations or 
outcomes of these secondary stressors could potentially
range from the effects on cellular activity to physical and 
psychological symptomatology.
Pearlin and his colleagues propose that 
sociodemographic variables and primary stressors do not 
necessarily exert their effects directly on the individual, 
but indirectly through life strains or secondary stressors. 
They view the enactment of secondary stressors, such as 
daily social roles, as a major source of chronic life 
strains (Pearlin, 1980; Pearlin & Turner, 1987; Pearlin et 
al., 1990). For example, an individual may feel strain or 
conflict between competing roles, i.e., a mother feels torn 
between reading a bedtime story to her child and preparing 
a presentation due for work the next day. This role strain 
may adversely affect the well-being of the mother although 
neither event (reading a story or working on a 
presentation) directly caused her decreased well-being. 
Instead, Pearlin et al. suggest that life events act to 
change the meaning of persistent life strains, such as 
those associated with the enactment of daily social roles 
resulting in increased stress and decreased well-being.
This mechanism of stress is particularly relevant 
given the context of caregiving. Pearlin and his 
colleagues (Pearlin et al., 1990) suggest that caregiving 
responsibilities are associated with most family social 
roles for women including parent, spouse, and daughter. 
However, when a daughter or spouse becomes the caregiver
for a dementia patient, caregiving becomes the overriding, 
prevailing function of that social role set, such that 
caregiving absorbs the entire role set. This process is 
due to the progressive, irreversible nature of the 
dementing disease and increasing dependence of the care 
receiver in basic activities. It results in a 
unidirectional exchange that creates an imbalance between 
caregiver and patient. This new caregiver role often 
overshadows existing roles, causing additional stress and 
decreased well-being.
To understand the impact of social roles on the 
caregiver stress process, consider the woman who maintains 
several roles including caregiver, employee, wife, and 
parent. As a wife and parent she maintains the household 
and is responsible for cooking, cleaning, laundry and 
shopping. As caregiver she provides personal assistance 
with grooming and bathing to her elderly mother. These 
daily duties cause the caregiver to be late for work and 
tardy in dropping her daughter off for school. When she 
arrives at work, she must finish an important report, which 
is also overdue. She is then reprimanded by her boss and 
worries that she will lose her job. The adult day care 
center calls her at work to say that her mother has had an 
accident. She must leave work and rush to the center. She 
arrives home later than usual after spending the afternoon 
in the emergency room with her mother. Her family
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responsibilities, such as cooking dinner, are delayed until 
her mother is settled in for the night. In addition, her 
child misses after school activities making her feel like a 
inadequate parent. This example illustrates the importance 
of the caregiver role and how it may alter other social 
roles and contribute to stress and well-being.
Pearlin et al. (1990) suggest that stress is more 
likely if role strains, such as those described above, 
result in the diminishment of the self. They cite mastery 
and self-esteem as most relevant to self-concept and as at 
risk to chronic problems associated with daily roles. 
Mediators of the stress process include coping and social 
support (Pearlin, 1980; Pearlin et al., 1990) and may help 
to "buffer” stress. Pearlin and his colleagues also 
propose that the quality, importance, and predictability of 
stressful events influences the resulting effect on well­
being (Pearlin & Turner, 1987; Pearlin, 1980). Although 
these issues are not the focus of the present study, they 
are identified by Pearlin and his colleagues as helpful in 
understanding the stress process. The current study 
focuses on the relationships among primary and secondary 
stressors and their impact on several dimensions of 
caregiver psychological well-being. More specifically, the 
mediational effect of inter-role conflict (secondary 
stressors) on the relationships between primary stressors 
and outcome is explored.
Given the importance of social roles in caregiver 
stress, researchers have suggested the value of utilizing 
role theory in understanding the stress process (DeWolff, 
1985; Morycz, 1980; Noelker & Wallace, 1985; Pearlin et 
al., 1990; Stoller & Pugliesi, 1989; Wallace & Noelker,
1984). Existing caregiver research has poorly defined 
stress variables associated with social roles. For 
example, one study used "The Burden Interview", an 
instrument that results in a summary score and includes 
items encompassing many roles and various aspects of well­
being, to measure role strain (Scharlach, 1987). Other 
research describes "multiple role difficulties" associated 
with caregiving but only measures the number of roles one 
occupies and ignores the experience within each role 
(Brody, Hoffman, Kleban, & Schoonover, 1989; Brody & 
Schoonover, 1986; Stoller & Pugliesi, 1989).
In light of the problems associated with the existing 
caregiver research with respect to the operationalization 
of role-related stress, contemporary role theory is 
utilized to clarify concepts of interest to the present 
study. According to Sieber (1974), it is important to 
delineate two aspects of role strain including, role 
overload which refers to perceived time pressures in 
meeting role demands, and role conflict which refers to 
discrepant expectations of roles. He argues that this 
distinction will help to illuminate the relationships
between role-related stress and stress outcomes. No 
caregiver research has explicitly examined each of these 
components of role strain as distinct constructs.
Typically, role overload and inter-role conflict have been 
confounded in more global measures of role strain.
Although caregiver research has not utilized this 
theoretical distinction before, the previous example of the 
working caregiver offers an example of how these two 
aspects of role-related stress may operate. The 
caregiver's stress may be primarily related to role 
overload— not having enough time during the day to finish 
role duties. Or, her stress may be caused by the 
conflicting expectations she holds regarding her social 
roles— parent, spouse, caregiver, and employee.
Within the context of the Pearlin et al. model (1990), 
perceived role overload is viewed as a subjective primary 
stressor whereas inter-role conflict is considered as a 
secondary stressor. Pearlin and his colleagues suggest 
that perceived role overload will lead to the chronic 
strain of inter-role conflict and that inter-role conflict 
is a potential mediator of the relationship between role 
overload and caregiver psychological well-being.
Furthermore, the distinction between perceived role 
overload and inter-role conflict enhances the Pearlin et 
al. model (1990) by identifying two different components of
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role strain that may help clarify the relationships between 
primary and secondary stress and psychological well-being.
Having considered the theoretical model of stress 
applied in this study of caregiving, the focus now turns to 
methodological concerns with existing caregiver stress 
research.
Methodological Issues
In stress research the definition of stress is not 
consistently agreed upon. Thus, it is understandable that 
the definition of stress as applied to caregiving also 
varies considerably from one author or model to another. 
However, the inconsistency in meaning of caregiver stress 
and related variables has created a barrier to integrating 
the field of caregiver stress research. Such terms as 
stress, burden, strain, and conflict have been used 
interchangeably to describe the caregiving experience. For 
example, Robinson (1983) developed a measure of caregiver 
strain, Radkowski and Clark (1985) measured "upset" 
feelings, and other researchers measured subjective burden 
(Montgomery, Gonyea, & Hooyman, 1985). These concepts are 
very similar and all measure emotional aspects of 
caregiving.
The problem of ill-defined stress variables is further 
complicated by the limited use of theory in caregiver 
stress research. Concepts are poorly defined in many cases 
because the authors do not rely on theory to provide a
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framework for the research. The present study attempts to 
rectify this problem by providing concise 
operationalizations of the components of caregiver stress 
to be studied that are based on a specific theoretical 
model (i.e., Pearlin et al.'s model).
A second problem with caregiver stress research is 
that of construct contamination (Haley, Levine, Brown, & 
Bartolucci, 1987; Lawton et al., 1989; Pearlin et al.,
1990). As George and Gwyther (1986) point out, many 
studies of caregiver stress rely on outcome measures that 
do not separate the act of caregiving from the consequences 
of caregiving; thus, making it virtually impossible to 
obtain an accurate assessment of caregiver stress and well­
being. For example, "The Burden Interview" (Zarit, Reever, 
& Bach-Peterson, 1980) , one of the most well-known measures 
of caregiver stress, asks respondents to assess the impact 
of caregiving and includes items representing finances, 
health, and social activity. "Do you feel strained when 
you are around your relative?" and "Do you feel your social 
life has suffered because you are caring for your 
relative?" are examples. The items confound the act of 
caregiving with its impact. An attempt to avoid construct 
contamination is made in the present research by utilizing 
outcome measures that are conceptually distinct from 
caregiving.
Third, the use of burden or stress measures that 
result in a global, summary score (based on adding the 
responses to guestions regarding very different aspects of 
caregiving) has recently been criticized because domain- 
specific findings may be concealed (George & Gwyther, 1986 
Lawton et al., 1989; Novak & Guest, 1989; Stoller & 
Pugliesi, 1989). In a pilot study for the proposed 
research (Blanchard-Fields & Moore, 1992), we found that a 
global measure of stress, i.e., Zarit et al.*s Burden 
Interview, predicted global outcome measures such as 
subjective well-being, but were not predictive of domain- 
specific measures of well-being such as marital and job 
satisfaction. However, domain-specific measures of stress 
did predict domain-specific outcome measures (e.g., inter­
role conflict predicted marital satisfaction). Other 
researchers have noted the value of utilizing domain- 
specific measures including domain-specific measures of 
locus of control as better predictors of behavioral 
outcomes (Lachman, 1986) and coping (Blanchard-Fields & 
Robinson, 1987) in comparison to global measures.
Researchers have also noted the importance of 
examining subjective as well as objective aspects of 
caregiver burden or stress (Montgomery, Gonyea, & Hooyman,
1985), which are often confounded when a multi-dimensional 
rating scale that results in a global, summary score is 
used. In the current study, multiple measures of stress
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are utilized including measures of both the subjective and 
objective aspects of caregiver stress. Predictor variables 
are specific to particular roles, including caregiver, 
parent, self, spouse, and employee. Outcome measures 
include both domain-specific and global measures of 
psychological well-being, none of which are caregiver- 
specific.
A fourth methodological concern regarding caregiver 
research is the use of small, convenience samples which may 
limit generalizability. Although practical considerations 
such as financial and time constraints often prevent the 
use of larger, random samples, there are alternatives that 
may help to compensate for this problem. Schulz (1990) 
suggests that comparison groups matched on key 
sociodemographic variables be used to control for potential 
sources of error variance and to identify the unique 
effects of caregiving on physical and psychological well­
being. Few studies have taken this approach (George & 
Gwyther, 1986; Haley, Levine, Brown, Berry, & Hughes, 1987; 
Kiecolt-Glaser, Glaser, Shuttleworth, Dyer, Ogrocki, & 
Speicher, 1987).
At issue is whether or not relationships among the 
components of stress and decreased well-being found in 
samples of caregivers are present among those who are not 
caregivers. Perhaps caregiver well-being is not related to 
the stress of caregiving per se, but to the maintenance of
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multiple roles. The study of noncaregivers who hold 
multiple roles may identify variables or processes that 
will increase our understanding of the caregiver stress 
experience as well. In an attempt to control for the 
effects of a potentially biased sample, the current study 
utilized a comparison group of noncaregivers that will be 
described in further detail in the method section.
Having presented a theoretical framework for the study 
of caregiver stress and reviewed methodological problems 
with the existing caregiver research, the following 
discussion focuses on empirical research relevant to the 
conceptualization of stress in caregiving with the goal of 
identifying gaps in the existing literature.
An Empirical Review of Caregiver Stress 
The caregiver stress model of Pearlin and his 
colleagues (Pearlin et al., 1990) outlines four basic 
components that are considered in the current study: 
sociodemographic variables, primary stressors, secondary 
stressors, and outcomes or manifestations of stress. 
Research concerning each component is reviewed in the 
following section.
Sociodemocrraphic Variables
First, as Pearlin et al.'s model (1990) suggests, 
sociodemographic variables of interest include ascribed and 
attained statuses as well as variables related to the 
context of caregiving. Given that 75% of caregivers of
older people are women and that women appear to experience 
greater distress than male caregivers, females are the 
focus of this study (Barusch & Spaid, 1989; Brody,
Dempsey, & Pruchno, 1990; Fitting, Rabins, Lucas, &
Eastham, 1986; Johnson, 1983; Young & Kahana, 1989). 
Although this is the prevailing belief among caregiver 
researchers, Montgomery and Kamo (1989) found evidence to 
the contrary. In their study, men and women were involved 
in different types of caregiving tasks and the level of 
their involvement differed, however, their experience of 
subjective burden was similar. The process of how 
caregiving affects males and females may be different, but 
it does appear that women provide more care when the total 
length of time that an elder requires caregiving is 
considered. None the less, it is important to control for 
gender in the study of caregiving.
In addition, it has been demonstrated that caregivers 
of impaired community-dwelling elders who shared households 
with the care receiver experienced greater stress and lower 
well-being than those who maintained separate residences 
(George & Gwyther, 1986; Gilhooly, 1984; Sheehan & Nuttall, 
1988). Therefore, only caregivers who shared residence 
with the care receiver were included in the present study. 
Hence, the sociodemographic variables of caregiver sex and 
living arrangement will not be examined in the research 
design.
Clearly, there are a number of sociodemographic and 
background variables affecting the stress process of 
caregiving. There are, however, just as many conflicting 
reports as to the impact of these variables. Part of the 
confusion is related to the variability in experimental 
design and the outcome measures used by caregiver stress 
researchers. For example, some of these studies focused on 
caregivers of dementia patients (e.g., George & Gwyther,
1986) whereas others studied caregivers of patients who 
were recently hospitalized with hip fractures and heart 
conditions (e.g., Robinson, 1983; Young & Kahana, 1989). 
Caregivers who do not co-reside with the care receiver 
(e.g., Montgomery, Gonyea, & Hooyman, 1985) and caregivers 
to elders who have been institutionalized (e.g., Brody, 
Dempsey, & Pruchno, 1990; Chenoweth & Spencer, 1986; Pratt, 
Schmall, Wright, & Cleland, 1985; Stephens, Kinney, & 
Ogrocki, 1991) have been utilized as participants in 
caregiver research as well. Son and daughter caregivers 
have been compared to spouses (Horowitz, 1985; Stoller, 
1990; Stone, Cafferata, & Sangl, 1987). Although all of 
these variables are important in understanding the stress 
of caregiving women, they are potential confounds if not 
systematically manipulated or controlled. In the present 
study, these variables were held constant. In turn, 
sociodemographic variables including caregiver age, 
education, occupational status, relationship to the care
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receiver, and duration of caregiving situation were 
examined.
Research on caregiver age led several researchers to 
the finding that the physical impact of caregiving is more 
predominant for older caregivers whereas negative 
psychosocial consequences (i.e., stress, resentment, loss 
of social life) are more predominant for younger caregivers 
(Fitting, Rabins, Lucas, & Eastham, 1986; Robinson, 1983).
A related finding involves the relationship to the care 
receiver. Miller and her colleagues (Miller, McFall, & 
Montgomery, 1991) found that spouse caregivers experience 
greater burden which is related to the activities of 
caregiving (i.e., health, financial, and emotional strain) 
whereas adult child caregivers experience greater 
interpersonal burden, or perceptions of problems in the 
relationship between themselves and the care receiver. 
Similarly, George and Gwyther (1986) found that spouse 
caregivers exhibited lower well-being in regards to 
physical health, mental health, finances, and social 
activities, in comparison to adult child caregivers. Other 
investigators have found no evidence of significant 
differences between spouse and adult child caregivers 
(Robinson, 1983; Zarit et al., 1980).
These conflicting findings regarding the impact of the 
relationship to the care receiver may be due in part to the 
age difference between child and spouse caregivers. In
18
general, younger caregivers are more likely to be children 
and maintain a separate residence whereas older caregivers 
are more likely to be spouses who reside with the care 
receiver.
Several longitudinal studies have shown that a longer 
duration of caregiving was related to reduced caregiver 
stress (Gilhooly, 1984; Zarit, Todd, & Zarit, 1986). There
is no research regarding the effect of duration of 
caregiving, that is, the length of time that the care 
receiver and caregiver have been sharing a residence. 
Findings related to a caregiver's education and 
occupational status have not been reported either, although
these variables have been important predictors of other 
stress processes (Pearlin et al., 1981; Pearlin & Turner,
1987) .
Several other sociodemographic variables are crucial 
to understanding the importance of multiple roles in the 
caregiving stress process of women, including marital 
status, employment status, and parental status. For 
example, research demonstrates that employed daughter 
caregivers experience more distress than those who are not 
employed (Robinson, 1983). Parent and spouse roles have 
also been found to negatively affect caregiver well-being 
(Franks & Stephens, 1992) . Consider the example of the 
caregiver presented previously. If she were a single 
parent rather than married, it is likely that her role-
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related responsibilities and/or expectations would be 
different. Her experience of stress, i.e. role overload 
and inter-role conflict, might be quite different as well. 
Because maintenance of multiple roles could potentially 
affect the stress and well-being of women, especially 
female caregivers, an attempt was made to obtain a broad 
distribution of these roles (i.e., parent, spouse, 
employee) in both the caregiver and comparison groups.
Given the above research findings, caregiver statuses 
such as, age, education, and occupational status as well as 
contextual variables, including duration of caregiving and 
relationship to the care receiver, are important 
sociodemographic variables to consider in caregiver 
research.
Primary Stressors
The Pearlin model (Pearlin et al., 1990) views 
caregiving as a stress process that is characterized by 
primary stressors, both objective and subjective, which 
result directly from the care receiver's needs. In the 
current study, primary objective stressors include patient 
illness characteristics such as mental and functional 
impairment. Primary subjective stressors of interest 
include perceived role overload in three social roles: 
employee, homemaker, and caregiver.
Objective stressors. Most investigators have 
identified illness characteristics of the patient as
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objective stressors to the caregiver. The present research 
considers the illness characteristics of functional 
impairment in both daily and instrumental activities of 
daily living as well as cognitive impairment as primary 
objective stressors.
Overall, patient illness characteristics have been 
shown to have a moderate effect on caregiver stress (Haley 
et al., 1987). For example, Poulshock and Deimling (1984) 
found that mental and physical impairments differentially 
impacted caregiver stress. Problems associated with mental 
impairment resulted in changed family relationships whereas 
problems associated with physical disabilities resulted in 
restriction of social activities. Similarly, researchers 
(Deimling & Bass, 1986; Fitting et al., 1986; Haley et al., 
1987) found that mental impairment of the patient resulted 
in higher caregiver stress than did physical impairment.
There are a few exceptions to the aforementioned 
findings including a study by Zarit and his colleagues 
(Zarit et al., 1980) in which they found no relationship 
between caregiver burden and the patient's cognitive and 
functional impairment. In this study, however, a global, 
multi-dimensional measure of burden was used in which 
responses to items representing very different dimensions 
of caregiving were added together to yield one summary 
score. Likewise, Greene, Smith, Gardiner, and Timbury 
(1982) found no relation between mental and physical
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impairment and caregiver stress although their study 
utilized several subscales derived through factor analysis. 
Both studies relied on very small samples which may help to 
explain different findings with respect to physical 
impairment or patient illness characteristics.
More recent research comparing caregivers of 
cognitively impaired, functionally impaired, and 
nonimpaired elders provides support for the Zarit and 
Greene findings. Cattanach and Tebes (1991) found that the 
nature of the elder's impairment had no effect on the 
health and psychosocial functioning of caregivers. They 
suggest that the caregiving context, such as familial 
generation, gender, and living arrangement may be more 
important predictors of caregiver well-being than the 
nature of the elder's impairment.
The relationship between the primary objective 
stressor of patient impairment and caregiver well-being is 
unclear given the conflicting findings that exist. This 
may be due in part to the fact that all of the 
aforementioned studies utilized different outcome measures, 
including global, caregiver-specific measures of stress 
some of which confuse the act of caregiving with the 
consequences of caregiving.
Researchers suggest that the study of subjective 
stressors may be more fruitful in furthering our 
understanding of caregiver stress and its impact on
psychological outcomes than objective stressors (George & 
Gwyther, 1986; Haley et al., 1987; Poulshock & Deimling, 
1984; Vitaliano, Maiuro, Ochs, & Russo, 1989). In fact, 
the literature demonstrates that subjective and objective 
stressors are two, distinct components of caregiver stress 
that are differentially related to caregiver 
characteristics and outcome (Montgomery, Stull, & Borgatta, 
1985). For example, Montgomery, Gonyea, and Hooyman (1985) 
found that age and income of caregivers predicted 
subjective burden whereas caregiving tasks that confine the 
caregiver either temporally or geographically predicted 
objective burden.
The distinction between objective and subjective 
stress may be a vital factor in explaining individual 
differences in the stress and well-being of caregivers. 
Consider once again the example of the working caregiver 
who is a single parent. Why would her psychological well­
being be more impaired that other married caregivers with 
similar roles and responsibilities? Perhaps her care 
recipient experiences greater mental or physical impairment 
(objective stressor). Or, it may be that she experiences 
greater role overload with respect to work and caregiving 
and perceives that she is unable to complete all of the 
duties related to her social roles (subjective stressor). 
These subjective variables are indicative of the 
individual's perceptions of primary stress which may be
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very different from objective measures. Therefore, both 
objective and subjective primary stressors are considered 
important in the Pearlin et al. (1990) model and in the 
present research.
Primary Subjective and Secondary Stressors: Role Overload
and Inter-role Conflict
The primary subjective stressor examined in the 
present study was perceived role overload in three social 
roles, including employee, homemaker, and caregiver. Role 
overload refers to the perception of not having enough time 
to meet role demands and has often been confounded with 
other role-related variables in the caregiver literature, 
such as secondary stressors (i.e., inter-role conflict) as 
identified by the Pearlin et al. model (1990). Inter-role 
conflict refers to one's own perceptions of discrepant 
expectations among multiple roles. Pearlin and his 
colleagues (Pearlin et al., 1990) view inter-role conflict 
as a secondary stressor and as a potential mediator between 
primary stressors and caregiver psychological well-being. 
More specifically, perceived role overload or patient 
impairment may not directly cause negative well-being, 
instead, inter-role conflict may mediate the relationship, 
indirectly resulting in decreased well-being.
Existing caregiver research has not examined role 
overload and inter-role conflict per se, instead most 
research describes "multiple role strain" or difficulty
maintaining many social roles. This confuses both primary 
subjective and secondary stressors, including overt 
conflict between caregiver and other family members, 
conflicting responsibilities of work and caregiving, and 
the number of roles a person occupies. In the present 
study, the relationships between perceived role overload 
and inter-role conflict in predicting several dimensions of 
psychological well-being are examined in order to "tease 
apart" the effects of both subjective and secondary 
stressors (i.e., role overload and inter-role conflict).
Although subjective primary stressors and secondary 
stressors are considered as two separate components of 
role-related stress, both in this research and in Pearlin 
et al.'s model, much of the research on caregiving does not 
address this distinction. Thus, the following review of 
studies examining role-related stress consistently 
confounds the assessment of role overload and inter-role 
conflict.
Researchers note that marriage and work seem to "pull 
caregivers" in competing directions (Lang & Brody, 1983; 
Scharlach & Boyd, 1989). Brody and her colleagues (Brody, 
Kleban, Johnsen, Hoffman, & Schoonover, 1987) examined 
role-related stress as a function of the caregiver's work 
status. They determined that caregivers who felt the most 
conflict between their work and caregiver roles were those 
who were career-oriented and had considered quitting or
reducing their hours. However, neither role overload nor 
inter-role conflict were directly assessed. The authors 
concluded that role overload, defined as the "time-extended 
processes of caring for a severely disabled patient," was 
the cause in combination with work-related pressures. 
Likewise, DeWolff (1985) assessed the degree and frequency 
of "role strain" which included items representing role 
overload as well as feelings about caregiving. She found 
that satisfaction with caregiver and paid worker roles was 
negatively related to caregiver role strain.
Noelker & Wallace (1985) found that caregivers who 
were married adult children with children of their own 
still at home experienced greater family disruption than 
other groups of caregivers (spouses and other adult 
children who were not married or parents). Family 
disruption included feeling pressured by multiple roles as 
well as feeling that caregiving had negatively affected 
relationships with family and friends. These caregivers 
also experienced more elder-caregiver conflict, defined as 
negative changes in the affective relationship between 
caregiver and patient. Similarly, Franks and Stephens 
(1992) found that "role-related stress" (caregivers rated 
stress associated with wife, mother, and caregiver role 
experiences) associated with being a wife and mother 
resulted in decreased well-being above and beyond the 
contribution of caregiver role stress.
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In contrast, Stoller and Pugliesi (1989) found that 
for caregivers to community dwelling elderly the number of 
nonfamilial roles occupied was associated with lower 
psychological stress and depression; however, occupying 
multiple roles did contribute to burden when the physical 
assistance needed by the care receiver was high.
No one has systematically measured both perceived role 
overload and inter-role conflict as defined in the present 
study. However, a recent pilot study measured the separate 
effects of both role overload and inter-role conflict. For 
female caregivers, perceived role overload (home and work 
overload) was found to mediate the relationship between 
three measures of stress (role strain, burden, and inter­
role conflict) and job satisfaction, such that greater 
stress was associated with less job satisfaction 
(Blanchard-Fields & Moore, 1992). We also found that 
inter-role conflict (as defined by specific role conflicts 
among caregiver, spouse, and self roles) mediated the 
relationship between work overload and marital satisfaction 
such that greater inter-role conflict resulted in lower 
marital satisfaction. These differential findings for 
different well-being outcomes stress the importance of 
considering role strain variables separately as well as the 
benefit of using domain-specific outcome measures.
Research outside the realm of caregiving has also 
demonstrated the impact of perceived role overload and role
conflict on stress and well-being. Cooke and Rousseau 
(1984) found that women's expectations regarding the work 
role predicted work overload and inter-role conflict which 
in turn were related to physical and psychological strain. 
In their study, work and family (parent and wife) roles 
caused psychological strain, but, family roles were also 
related to the reduction of physical stress. In contrast, 
occupancy of the parent role was the major source of stress 
in comparison to work and wife roles in several studies of 
employed women (Barnett & Baruch, 1985; Gore & Mangione, 
1983; Kandel, Davies, & Raveis, 1985).
Research outside the caregiving arena has also 
documented the positive effects of occupying multiple 
social roles, including the work role. Holding multiple 
roles has been associated with lower psychological stress, 
higher self-esteem, better physical health, and greater 
satisfaction and well-being (Baruch & Barnett, 1986;
Baruch, Barnett, & Rivers, 1985; Hall & Gordon, 1973; 
Holahan & Gilbert, 1979; Pietromonaco, Manis, & Frohardt- 
Lane, 1986; Thoits, 1986; Verbrugge, 1983). In fact, 
married mothers with high prestige jobs (holding the most 
social roles) experienced higher well-being than other 
women occupying fewer roles (Baruch, Barnett, & Rivers,
1985).
Noncaregiver research suggests that the accumulation 
of multiple roles may have some benefits for the caregiver.
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Work and caregiver roles may not be the proverbial "straw 
that broke the camel1s back" as suggested by caregiver 
researchers and Pearlin et al.'s model of caregiver stress 
(1990). Moreover, family roles such as parent and spouse 
may be more stressful than work and caregiving.
Evidence supporting the notion that perceived role 
overload and inter-role conflict associated with occupying 
multiple roles contributes to the stress and well-being of 
women can be found both within the caregiver stress 
literature as well as in research regarding the multiple 
roles of women. However, most of the existing research has 
not clearly operationalized these concepts making it 
difficult to know what is actually predicting outcome; 
perceived role overload, inter-role conflict, the number of 
roles, or a particular social role. The lack of clearly 
defined stress variables makes it difficult to discern if 
"multiple role strain" is the cause or consequence of 
decreased well-being. One goal of the current study was to 
clarify the relationships among primary and secondary 
stress by providing precise operational definitions of the 
"role strain" variables included.
Outcomes of Caregiver Stress
Fengler and Goodrich (1979) were the first to describe 
caregivers as "the hidden victims" as a result of their 
study of wives who were caregivers of disabled husbands. 
Since that time, it has been well-documented that
caregiving for an older, impaired person is often stressful 
and may result in negative side-effects (Cantor, 1983; 
Robinson, 1983; Zarit et al., 1980). Caregiving for 
dementia patients is considered to have unigue challenges 
because of the irreversible and progressive nature of the 
disease. Because dementia patients experience gradual 
declines in their intellectual and self-care abilities, 
caregivers are eventually faced with caring for someone 
that they no longer recognize as their loved one. The 
negative consequences of this experience for the dementia 
caregiver include decreased well-being, increased levels of 
depression, financial burdens, and impaired physical health 
(Chenoweth & Spencer, 1986; Coppel, Burton, Becker, &
Fiore, 1985; Gallagher, Wrabetz, Lovett, Del Maestro, & 
Rose, 1989; George & Gwyther, 1986; Haley et al., 1987; 
Rabins, Mace, & Lucas, 1982; Zarit, Orr, & Zarit, 1985). 
Other negative effects associated with caregiving have been 
described in preceding sections.
In contrast to the many negative consequences linked 
to caregiving and proposed by Pearlin and his colleagues 
(1990), a recent study suggests that the psychological 
well-being of caregivers may not be very different from 
others who occupy multiple roles. Reed, Stone, and Neale 
(1990) examined the subjective perceptions of caregivers of 
Alzheimer's Disease patients, focusing on affective 
appraisals of daily events. Caregivers and noncaregivers
perceived the desirability of events to be similar in most 
aspects of life including, health, dating, work, family, 
friends, recreation, financial, chores, and home. These 
authors suggest that a global disruption of the caregiver's 
life does not occur and that subjective appraisals made by 
individual caregivers may be more important than the 
caregiver role in explaining the impact of caregiving. It 
should be noted that none of the events rated were 
caregiver-specific and items were very similar to those 
found in measures of well-being, e.g. "Feeling happy or 
proud about the way your children have turned out" and 
"Worried or unhappy because of the way your marriage is 
going."
In light of recent recommendations regarding the use 
of multidimensional models, the outcome measures used in 
the current research were not caregiver-specific, but 
appropriate for any community sample (George & Gwyther, 
1986; Haley et al., 1987; Novak & Guest, 1989; Ravies, 
Siegel, & Sudit, 1990). Global indicators of psychological 
well-being were utilized, including depression and both 
negative and positive affect, in addition to the domain- 
specific well-being measure of marital satisfaction.
Implications
In spite of the multitude of caregiver stress studies, 
there are several apparent gaps in the literature that 
prevent a clear understanding of the caregiver stress
process and its impact on psychological well-being. First, 
most caregiver research has been conducted with little 
emphasis on theory. Many investigators cite a particular 
theory in explaining their results but do not implement a 
plan of research designed to test a specific theory. The 
present research addressed this issue by providing a 
theoretical framework for the study of caregiver stress 
based on Pearlin et al.'s social contextual model (Pearlin 
et al., 1990; Pearlin et al., 1981) and contemporary role 
theory (Marks, 1977; Sieber, 1974). Several researchers 
have suggested that the social roles of caregivers may help 
to explain the stress process (DeWolff, 1985; Noelker & 
Wallace, 1985; Pearlin et al., 1990).
A second gap in the existing caregiver research 
concerns design issues. Stress, strain, burden, and 
related terms have been used interchangeably and defined 
very differently by various researchers (e.g., Robinson, 
1983; Scharlach, 1987). As a result, the caregiver stress 
literature is difficult to understand and integrate. The 
problem may be due in part to the complicated nature of 
stress and related processes (Pearlin et al., 1981). Using 
common terminology for stress-related concepts intensifies 
the problem. Instead of trying to encompass the global 
constellation of stress factors, the current research 
focused on specific components of stress, including 
perceived role overload and inter-role conflict. Role
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overload refers to the perception of time pressures 
regarding a specific role whereas inter-role conflict 
refers to conflicting expectations among roles (Marks,
1977; Sieber, 1974).
Third, caregiver-specific outcome measures have been 
shown to overlap considerably with stress predictor 
variables (George & Gwyther, 1986). Some research utilizes 
caregiver-specific stress variables to predict caregiver- 
specific measures of well-being (George & Gwyther, 1986; 
Kinney & Stephens, 1989) which makes it impossible to 
distinguish the act of caregiving from the outcome of 
caregiving. Predictor variables used in the present 
project focus on types of stress, such as role overload and 
inter-role conflict (e.g., "I don’t have enough hours in 
the day to complete the things that I need to do to take 
care of my relative"), rather than on the result of 
caregiving (e.g., feeling embarrassed by your relative's 
behavior or feeling your social life has suffered). In 
addition, predictor variables (i.e., role overload and 
inter-role conflict) are specific to roles that females 
hold in our society including, employee, parent, spouse, 
homemaker, self, and caregiver. Outcome measures of 
psychological well-being are not specific to caregivers but 
relevant to anyone who occupies multiple roles (depression, 
marital satisfaction, positive and negative affect).
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A final methodological concern is the measurement of 
caregiver psychological outcome by using a 
multidimensional, caregiver-specific rating scale. Such 
instruments may camouflage domain-specific findings. The 
present study compares the predictive utility of both 
domain-specific and global outcome variables.
Statement of the Problem 
The purpose of the present research project was to 
examine the multiple roles of women as they relate to the 
stress process and psychological well-being of caregivers. 
This study was intended to extend beyond the existing 
caregiver research by (a) examining the effect of multiple 
roles on caregiver stress and psychological well-being, (b) 
providing a partial test of Pearlin et al.'s (1990) 
theoretical framework of caregiver stress, and (c) comparing 
the usefulness of employing both domain-specific and global 
measures of stress variables and psychological outcomes.
The theoretical model and variables included in the present 
project are presented in Figure l.
The primary goal of this project was to examine the 
effect of multiple roles on caregiver stress and 
psychological well-being. Pearlin et al.'s social 
contextual model of stress (Pearlin et al., 1990) focuses on 
the chronic nature of social roles and suggests that the 
stress process and psychological well-being are primarily 
influenced by the social roles that one holds. Stressful
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Figure 1. The model of caregiver stress explored in the current research.
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life events alter the individual's social roles and 
associated role expectations, creating or exacerbating 
chronic strains and perhaps negatively influencing well­
being.
According to the work of Pearlin and his colleagues 
(Pearlin et al., 1990), caregiving may be one of many social 
roles that females occupy in our society. For example, 
parents are caregivers to young children and spouses may be 
caregivers when their mates experience a transient illness. 
However, when one becomes a caregiver for a relative who has 
dementia, the caregiving duties increase such that 
caregiving consumes all of one's time and energy, 
overshadowing other roles and responsibilities (Pearlin et 
al., 1990). Perceived overload associated with the 
caregiver role may become so demanding that it begins to 
cause conflict among other roles as well as reduced 
psychological well-being.
The impact of the caregiver role on stress and 
psychological well-being was assessed in the current study 
by examining the relationships between primary stressors, 
including both objective (care receiver cognitive and 
functional impairment) and subjective indicators (perceived 
role overload), and secondary stressors such as inter-role 
conflict, in predicting outcomes of psychological well-being 
for caregivers. The differences between caregivers and 
noncaregivers on indicators of stress and psychological
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well-being were also tested in an effort to provide 
additional support for the view of Pearlin and his 
colleagues (Pearlin et al., 1990).
Finally, the current project utilized both global and 
domain-specific measures of psychological well-being. 
Evidence suggests that relationships among the various 
components of the model differ depending on the global or 
specific nature of the outcome measures utilized (Blanchard- 
Fields & Moore, 1992; Blanchard-Fields & Robinson, 1987; 
Lachman, 1986).
The following hypotheses were tested, some of which are 
exploratory given the theoretical model and research that 
have been presented:
(a) Pearlin et al.'s model (1990) suggests that inter­
role conflict (a secondary stressor) will mediate the 
relationship between primary stressors (perceived role 
overload and patient impairment) and caregiver psychological 
well-being (depression, marital satisfaction, positive and 
negative affect).
(b) Based on Pearlin et al.'s theory (1990), it is 
expected that caregivers will experience greater inter-role 
conflict among noncaregiver roles in comparison to 
noncaregivers. It also expected that caregivers will 
experience decreased psychological well-being in comparison 
to noncaregivers.
(c) The Pearlin et al. model (1990) also suggests that 
the caregiver role is more important than other traditional 
roles such as spouse, parent, employee, etc. in the 
caregiver stress process. Thus, it is expected that 
caregiver-specific role overload and inter-role conflict 
will account for unique variance above and beyond the 
variance accounted for by noncaregiver role overload and 
inter-role conflict in the prediction of caregiver 
psychological well-being.
(d) Based on pilot data for this research (Blanchard- 
Fields & Moore, 1992) as well as the empirical literature 
reviewed, it is expected that a domain-specific predictor 
variable will differentially predict a domain-specific 
outcome measure. More specifically, it is expected that 
spouse inter-role conflict will better predict marital 
satisfaction in contrast to more global measures of 
caregiver psychological well-being (i.e., depression, 
negative and positive affect).
METHOD
Participants
Participants in this study included 77 females from 
Louisiana each of whom were the primary caregiver of a 
relative with dementia. Participants were spouses (N=25) 
and other female relatives (N=52) including daughters, 
daughters-in-law, sisters, and granddaughters who shared 
residence with the care recipient. These caregivers were 
primarily Caucasian (N=60); 15 were Black and 2 were 
Hispanic. Care receivers had a diagnosis of one of the 
following types of dementia as determined by their 
physician; Alzheimer's and Pick's Disease, Multi-infarct and 
Parkinsonian dementia, Organic Brain Syndrome and Senile 
Dementia. Caregivers whose relatives were no longer 
ambulatory were not included in the study. Caregivers were 
recruited through local support services including adult day 
care centers, home health agencies, support groups, 
hospitals, and a geriatric assessment center.
A comparison group of 80 noncaregiving women was 
recruited through undergraduate psychology classes and 
advertisements in newsletters. The comparison group was 
also primarily Caucasian (N=68); 7 were Black, 2 were 
Hispanic, and 3 did not indicate their race. The 
noncaregiver group was matched on age, education, and 
occupational status with the caregiver group and had at 
least monthly social contact with an elderly relative.
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Effort was made to include women who held multiple roles, 
particularly, working women who were also married and had 
children. Means and standard deviations for demographic 
variables as well as other variables included in this 
research are presented in Table 1.
Caregivers were 4 years older than noncaregivers on 
average. Their educational attainment was very similar as 
was the occupational status of their household. The 
occupation of both the female participant and her spouse (if 
married) was rated, and the higher of the two was utilized 
for purposes of this research. Occupational status could 
range from 1 (unskilled laborer) to 8 (professional)
(Miller, 1977).
Procedure
A paper-and-pencil questionnaire packet was 
individually administered by research assistants in the 
participant's home or at an agreed upon meeting place 
(university campus, library, or support service agency).
All measures included explicit written instructions which 
were read aloud by the interviewer. The interview lasted 
approximately 90 minutes to 2 hours and was divided into two 
sessions when necessary. Noncaregivers skipped items or 
measures that pertained specifically to caregiving.
The mental status of the care receiver was assessed by 
the investigator and one other graduate student, both of 
whom have experience in conducting such evaluations. Mental
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Table 1
Means and Standard Deviations for Caregivers and Noncarecrivers
Noncaregivers Caregivers
Mean S.D. Mean S.D.
Age 52.42 10.93 56.46 12.31
Education 13.94 2.13 14.05 2.49
Occupational Status 5.97 1.42 5.82 1.79
Duration of Caregiving 38.58 28. 63
Relationship to Care Receiver .68 .47
Activities of Daily Living 2.43 1.61
Instrumental Activities 
of Daily Living 28.37 2.48
Mental Status 10. 68 8.03
Home Overload 15. 73 7.11 18.46 6.86
Work Overload 21. 05 6. 68 17.70 7.61
Caregiving Overload 18.70 6.79
Total IRC 1.49 .44
Spouse IRC 1.27 .45
Caregiving IRC 1.66 .57
Noncaregiving IRC 1.35 .40 1.29 .39
Depression 14.65 7.21 16.55 10.86
Marital
Satisfaction 33.46 4.41 32.95 4.44
Positive Affect 4 .14 1. 08 3.21 1.33
Negative Affect 1.36 1.41 1.42 1.43
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status was assessed within six weeks of the initial 
interview.
Instruments
In addition to the demographic profile presented in 
Appendix A, the following measures were administered. 
Additional instruments that are part of a larger research 
project were also administered.
Functional Impairment. A modified version of the 
Index of Activities of Daily Living (ADL) (Katz, Ford, 
Moskowitz, Jackson, & Jaffe, 1963) was utilized in 
conjunction with the Index of Instrumental Activities of 
Daily Living (IADL) (Lawton & Brody, 1969) to assess the 
functional impairment of the care receiver (See Appendices 
B and C, respectively). Both indices are widely accepted 
and commonly used to assess functional impairment of the 
elderly. The level of assistance required by the care 
receiver to perform each activity was rated by the 
caregiver.
The modified ADL scale consists of six activities of 
daily living including bathing, dressing, toileting, 
continence, transferring, and eating (Katz & Akpom, 1976). 
It was derived from observations of elderly people with hip 
fractures and has since been validated on a sample of 1,001 
healthy and disabled adults. Scores range from 0 (totally 
independent) to 6 (totally dependent). The ADL has been 
successfully used to determine appropriate placement for
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disabled patients and to predict long-range outcomes (Katz 
& Akpom, 1976).
The IADL consists of 8 activities hypothesized to 
represent general functional competence (Lawton & Brody, 
1969). The activities are conducive to independent living 
but not necessarily essential including, using a telephone, 
shopping, food preparation, housekeeping, laundry, 
transportation, medication administration, and financial 
management. The IADL was validated on a sample of 265 
persons over the age of 60. Possible scores range from 8 
(totally independent) to 31 (totally dependent).
Inter-rater reliability was .85 on the IADL (Lawton & 
Brody, 1969). The authors note its construct validity as 
well. The IADL was found to correlate significantly with a 
physician's rating of functional health and mental status 
resulting in correlations of .40 and .48, respectively 
(Lawton & Brody, 1969).
Cognitive Impairment. The Mini-Mental State Exam 
(MMSE) (Folstein, Folstein, & McHugh, 1975) was 
administered to the care receiver to determine his or her 
state of cognitive functioning by the investigator or 
another graduate student trained in its administration.
The MMSE is divided into two sections. The first part is 
dependent on verbal responses and includes orientation, 
short-term memory, and attention. The second part requires 
the care receiver to name familiar objects, follow verbal
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and written directions, write a sentence spontaneously, and 
copy a complex polygon (see Appendix D). The MMSE is quick 
and easy to administer. The care receiver's score could 
potentially range from 0 (severe impairment) to 30 (no 
impairment) points. The authors found the average score of 
the normal control group to be 27.6.
The MMSE was standardized on a sample of 206 mentally 
impaired patients and 63 normal subjects and has been found 
to be valid and reliable (Folstein, Folstein, & McHugh,
1975). Pearson correlations between the MMSE and WAIS 
Verbal IQ and Performance IQ scores were r=.78 and r=.66, 
respectively. Test-retest reliability was established both 
for a 24 hour period given by the same examiner, r=.89, and 
administered by two different examiners, r=.83.
Reliability for a 28 day retest period was also 
satisfactory, r=.98.
Perceived Role Overload. Role overload is defined as 
time pressures regarding responsibilities associated with a 
particular role (Sieber, 1974). Level of role overload 
experienced by the caregiver in three specific domains 
(work, home, and caregiving) was assessed (see Appendix E). 
The caregiving and home components parallel the work 
overload items developed by Cooke and Rousseau (1984).
Each role overload scale consists of five questions. 
Respondents rated items on a 7-point Likert scale ranging 
from never (1) to very often (7) (e.g., "I don't have
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enough hours in the day to complete the things that I need 
to do to.... take care of my relative, finish my job, or 
finish my household tasks"). Participant scores could 
range from 5 (low role overload) to 35 (high role overload) 
points on each scale.
In a pilot study, internal consistency reliability as 
assessed by Cronbach's alpha coefficients for work 
overload, home overload and caregiving overload were .96, 
.88, and .90, respectively (Blanchard-Fields & Moore,
1992). In the current research, Cronbach's alpha 
coefficients were .82, .79, and .79, respectively.
Inter-Role Conflict. A modified version of the Inter­
role Conflict scale (Holahan & Gilbert, 1979), a domain- 
specific measure of role conflict, was administered to 
assess the conflict between pairs of major life roles 
including, spouse, parent, work, caregiver, and self as a 
self-actualizing person. For example, an item designed to 
measure conflict between the spouse and parent role is 
"Taking a long vacation with only your spouse versus being 
with your child." Caregiving items specific to the social 
roles included in the original scale were added (e.g., 
"Spending most evenings on caregiving related tasks versus 
spending most evenings with your children"). The modified 
Inter-role Conflict scale consists of 59 items.
Respondents used a 5-point Likert scale ranging from no 
internal conflict (1) to high internal conflict (5) to rate
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each item and skipped items that did not apply to their 
social roles (see Appendix F).
In view of the proposed hypotheses, items of the 
Inter-role Conflict scale were combined into four subscales 
including, total inter-role conflict (total IRC), 
caregiving-specific inter-role conflict (caregiving IRC), 
noncaregiving-specific inter-role conflict (noncaregiving 
IRC) and spouse inter-role conflict (spouse IRC). These 
subscales were used to assess the domain-specific nature of 
most of the hypotheses. Total IRC was used in order to 
test the mediating effects of inter-role conflict. 
Caregiving and noncaregiving IRC were examined in the 
analyses of the predictive utility of caregiver-specific 
stressors. Caregivers and noncaregivers were also compared 
with respect to noncaregiving IRC. Finally, spouse IRC was 
utilized to test the domain-specificity hypothesis. Mean 
scores were used for these four subscales so that a score 
of 1 indicated no internal conflict and a score of 5 
indicated high internal conflict.
Total IRC consists of 48 role conflicts among all 
roles including caregiver, work, parent, spouse, and self. 
Caregiving IRC includes 25 conflicts between the caregiver 
role and the roles of work, parent, spouse, and self. 
Noncaregiving IRC includes 23 conflicts among the work, 
parent, spouse, and self roles. Finally, spouse IRC
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consists of 17 role conflicts between the spouse role and 
the roles of parent, self, work and caregiver.
Intercorrelations among the four subscales are 
presented in Table 2. Total IRC yielded high, positive 
correlations with both noncaregiving IRC and caregiving IRC 
whereas spouse IRC resulted in a moderately high 
correlation. This is expected given the item overlap 
between total IRC and both the noncaregiving and caregiving 
IRC subscales. Note that total IRC will not be examined in 
the same analyses as any of the other IRC scales.
Moderately high correlations were found among noncaregiving 
IRC, caregiving IRC and spouse IRC as well (see Table 2).
In the present study, Cronbach's alpha coefficients 
were .95, .92, .91, and .90 for total IRC, caregiving IRC,
noncaregiving IRC, and spouse IRC, respectively.
Subjective Well-being. Bradburn's Affect Balance 
Scale (1969), included in Appendix G, was used as a measure 
of well-being. It consists of ten items designed to 
measure positive (e.g., "on top of the world?") and 
negative (e.g., "depressed or very unhappy?") affect. 
Participants were asked to indicate whether or not each 
item represents the "best" description of how they have 
felt during the past few weeks. A score ranging from 0 
(low positive or negative affect) to 5 (high positive or 
negative affect) may be obtained on each subscale. The
Table 2
Intercorrelations Among Variables for the Careoiver Sample
2 3 4 5
Variables
6 7 8 9 10
1 . Age .21 .28** .04 -.70*** .17 -.13 .17 -.19 -.23
2 , Education .47*** -.15 -.13 -.01 -.20 -.04 -.05 .13
3 . Occupational status (OS) -.19 -.22 . 14 -.22 -.14 -.27** .01
4. Duration of Caregiving -.08 -.31** .20 .11 .16 .11
5. Relationship to Care Receiver -.16 .15 -.07 .38*** .36*
6 . Care Receiver Mental Status (MS) -.50*** -.54*** -.20 .03
7. Activities of Daily Living (ADL) .55*** .38*** -.02
8 . Instrumental Activities of Daily Living (IADL) . 19 -.06




11 12 13 14
10.Work Overload.03 .44** .32 . 44**
11.Caregiver Overload .09 .05 .10















16 17 18 19
.30 .14 -.51*** .47**
.40*** -.ig -.06 .26*
.30** t .34** -.27** .36***
.16 -.28* -.20 .20
.33** -.33** -.27** .40***







11 12 13 14
Variables
15 16 17 18 19
1 . Age .08 -.41*** -.45*** -.32** -.30** -.15 .23 .03 -.20
2 . Education .20 .07 .03 .08 .07 .04 .07 -.09 -.06
3. os .21 -.11 -.06 -.11 -.03 -.17 .24 -.01 -.20
4 . Duration .14 .03 .05 .01 -.11 .07 -.11 -.07 . 14
5. Relationship .06 .47*** .36*** .46 .33** .11 -.28** -.02 .20
6 . MS .25* -.05 -.02 -.04 .11 -.16 -.15 -.08 -.11
7. ADL .50*** -.03 -.04 -.03 -.08 .18 .04 -.15 .22
8 . IADL .33** -.14 -.26* \ o U7 -.20 .37*** Or -.15 .29**
9. Home Overload; .51*** .45*** .34** .43*** .20 .43*** -.30** -.32** .34**
* E < .05* * E < .01*** E < .001
vo
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Affect Balance Scale score is the measure of the difference 
between the positive and negative scores.
For the purposes of this study positive and negative 
affect were considered separately in subsequent analyses.
As presented in Table 2, positive and negative affect were 
found to be moderately correlated in this study (r=-*.49). 
This suggests that there is some overlap between the two 
constructs but that they are relatively distinct and 
measuring different components of well-being. Furthermore, 
when positive and negative affect are combined in 
Bradburn’s "balance" score, the intensity of the response 
is ignored. That is, a person who answers all questions 
negatively has the same score as one who responds 
positively to each item.
Similarly, a correlation between negative affect and 
depression yielded a positive, moderate correlation (r=.53) 
indicating that there is some overlap between depression 
and negative affect; however, the two constructs are 
relatively distinct variables. Depression indicates an 
affective disorder. Although negative feelings may 
contribute to a state of depression, not everyone who 
experiences negative feelings is depressed. Thus, 
consideration of negative affect as a unique outcome 
variable may add to a better understanding of caregiver 
psychological well-being (see Table 2).
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Test-retest reliability for a three day period was 
satisfactory for both the individual items and subscales 
(Bradburn, 1969). Q-values ranged from .86 to .96 for 
positive affect items and from .90 to .97 for negative 
affect items. Gamma values for positive affect, negative 
affect, and Affect Balance Scale were .83, .81, and .76, 
respectively. In the present study, Cronbach's alpha 
coefficients for positive and negative affect were both 
. 67.
Bradburn's studies of construct validity (1969) 
demonstrated that measures of poor mental health including 
anxiety, worry, and physical illness were correlated with 
his negative affect subscale and not with positive affect. 
In addition, his research documented that positive affect 
was related to social participation whereas negative affect 
was not.
Depression. The Center for Epidemiological Studies- 
Depression (CES-D) Scale (Radloff, 1977) is a 20 item scale 
designed to measure depressive symptoms in the general 
population (see Appendix H). Participants are asked to 
indicate the frequency of symptoms experienced in the past 
week using a 4-point scale. Responses range from 0 (less 
than one day) to 3 (5-7 days). The total possible score 
could range from zero (low depression) to 60 (high 
depression) points. Clinical ratings of depression have 
been significantly correlated with the CES-D demonstrating
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its validity for use as a screening instrument (Roberts & 
Vernon, 1983; Weissman, Sholomskas, Pottenger, Prusoff, & 
Locke, 1977). In addition, a confirmatory factor analysis 
study indicates that the CES-D is an appropriate screening 
measure for depressive symptoms in both old and young 
adults (Hertzog & Usala, 1989). Cronbach's alpha was .90 
in a recent study of caregiving stress (George & Gwyther, 
1986).
Marital Satisfaction. The Dyadic Satisfaction 
Subscale, presented in Appendix I, was used to assess the 
caregiver's marital satisfaction. It consists of 10 items 
and is one of four subscales of the Dyadic Adjustment Scale 
(DAS) including Dyadic Consensus, Dyadic Cohesion, and 
Affectional Expression designed to assess the perception of 
marital or relationship adjustment (Spanier, 1976). On the 
Dyadic Satisfaction Subscale, seven of the 10 items (e.g., 
How often do you or your mate leave the house after a 
fight?) are rated on a 6-point Likert scale ranging from 
all the time (0) to never (5) and one question (i.e., Do 
you kiss your mate?) is rated on a five point scale ranging 
from everyday (4) to never (0). The respondent uses a 7- 
point Likert scale to rate the "happiness" of their 
relationship ranging from extremely unhappy (0) to perfect 
(6). The final item consists of six statements and asks 
participants to agree with the one that best describes the 
future of their relationship, ranging from "I want
desperately for my relationship to succeed, and would go to 
almost anv length to see that it does" (5) to "My 
relationship can never succeed, and there is no more that I 
can do to keep the relationship going" (0). A 
participant's score on the Dyadic Satisfaction Subscale 
could range from 0 (low satisfaction) to 50 (high 
satisfaction).
Spanier (1976) reports excellent construct validity 
for the full scale, citing a correlation of .86 between the 
DAS and The Locke-Wallace Marital Adjustment Scale (1959). 
Cronbach's alpha was .96 for the DAS (Spanier, 1976). 
Reliability for the Dyadic Satisfaction Subscale is also 
satisfactory; Cronbach's alpha was .94 (Spanier, 1976).
RESULTS
Demographic Differences Between Caregivers and 
Noncaregivers
Before examining the specific hypotheses, preliminary 
analyses contrasting caregivers and noncaregivers are 
reported. Separate one-way analyses of variance (ANOVA) 
were performed on mean scores of participant age, 
education, occupational status, and parental status to 
assess the differences among caregivers and noncaregivers.
A significant difference between caregivers and 
noncaregivers was found for age (F(1,132)=3.99, p < .05). 
Noncaregivers were younger (M=52.42, S.D.=10.93) than 
caregivers (M=56.46, S.D.=12.31). The adjusted effect size 
for these mean differences was eta2=.03. There were no 
significant group differences for the remaining variables. 
Intercorrelations Among Variables
Correlations among all predictor and outcome variables 
for the caregiver and noncaregiver samples are included in 
Tables 2 and 3, respectively.
In the caregiver sample, several significant 
relationships were found among demographic variables. For 
example, positive, moderate correlations were found between 
occupational status and both caregiver age and education 
(see Table 2). Older caregivers and those with higher 
educations tended to have higher occupational statuses. 
Caregiver age yielded a high, negative correlation with
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relationship to the care receiver. Thus, younger 
caregivers were more likely to be daughters rather than 
spouses.
As expected, primary objective stressors were 
moderately correlated among each other. Care receiver's 
mental status was found to have a moderately high, negative 
relationship with care receiver's functional impairment in 
both basic and instrumental activities of daily living. It 
is important to note that a higher functional impairment 
score indicates greater impairment whereas a higher mental 
status score indicates less impairment. Similarly, 
functional impairment in basic activities of daily living 
and impairment in instrumental activities were moderately 
correlated (see Table 2). These intercorrelations suggest 
that the three primary objective stressors, care receiver 
mental status and functional impairment in basic and 
instrumental activities, are measuring relatively unique 
components of care receiver impairment, even though there 
is some overlap between them.
It was expected that correlations between primary 
subjective stressors would also yield significant results 
(see Table 2). Positive, moderate correlations were found 
between home overload and both work and caregiver overload 
indicating that the three measures of perceived role 
overload are measuring relatively unique aspects of 
subjective stress.
Several objective and subjective primary stressors 
were also significantly correlated. A low negative 
relationship was found between care receiver mental status 
and caregiver overload (see Table 2). In addition, 
moderate, positive correlations were found between 
functional impairment in basic activities of daily living 
and both home and caregiving overload and between 
instrumental activity impairment and caregiver overload. 
Again, it appears that objective primary stressors are 
relatively distinct from subjective primary stressors even 
though they share some common variance.
Secondary stressors were significantly related to 
several primary stressors. Measures of inter-role conflict 
were moderately correlated with home and work overload and 
were not significantly correlated with caregiving overload, 
demonstrating that subjective primary stressors are 
relatively distinct from secondary stressors. The only 
significant correlation between primary objective stressors 
and secondary stressors was a low, negative correlation 
between functional impairment in instrumental activities 
and noncaregiving IRC.
Finally, inter-role conflict subscales were 
intercorrelated. High, positive correlations were found 
among total IRC and the related subscales: noncaregiving
IRC, caregiving IRC, and spouse IRC (see Table 2). As 
described in the Method section, this was expected because
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total IRC shares common items with the related subscales.
As presented in Table 2, caregiving IRC, noncaregiving IRC, 
and spouse IRC were only moderately correlated which 
suggests that these three subscales are measuring 
relatively distinct components of inter-role conflict, 
although they share some items in common.
In the noncaregiver sample, some of the relationships 
among variables were similar to those of the caregiver 
sample (see Table 3). Moderate, positive correlations were 
found between education and occupational status, home 
overload and both spouse IRC and noncaregiving IRC, and 
between depression and negative affect. As expected, a 
high, positive correlation was found between spouse and 
noncaregiving IRC.
Inter-role Conflict as a Mediator of Psychological Well­
being
The first hypothesis (hypothesis a), stated that 
inter-role conflict will mediate the relationship between 
primary stressors (both objective and subjective) and 
caregiver psychological well-being above and beyond 
significant demographic variables (caregiver age, 
education, occupational status, duration of the caregiving 
situation, and relationship to the care receiver). In 
order to test this hypothesis, four separate hierarchical 
regression analyses were conducted on the four measures of 
psychological well-being (i.e., depression, marital
Table 3
Intercorrelations Among Variables for the Noncarecriver Sample
2 3 4 5
Variables 
6 7 8 9 10 11
1. Age -.26* -.16 -.48*** .09 -.31** -.43*** -.22 .21 .11 -.26*
2. Education .40*** .28** .26* .10 .22 .10 .07 .07 . 11
3. Occupational Status .13 .44*** .21 .22 -.16 -.03 .16 .02
4. Home Overload .24 . 50*** . 48*** .21 -.33** -.25* .24*
5. Work Overload .13 . 15 -.13 -.02 .02 -.05
6 . Spouse IRC .86*** .10 -.41*** -.17 .12
7. Noncaregiving IRC .16 -.35** -.21 . 15
8 . Depression -.25* -.12 .40**-
9. Marital Satisfaction .11 -.15
10.Positive Affect -.25**
11.Negative Affect
* £ < .05
** £  < .01 *** £ < -001
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satisfaction, and positive and negative affect) for the 
caregiver group only. Predictor variables and their order 
of entry were as follows: (a) demographic variables, (b)
primary stressors, and (c) inter-role conflict (total IRC). 
An incremental F test of the difference in R2 between the 
three sets of variables was computed to determine if 
primary stressors and inter-role conflict scores made a 
significant contribution to the total R2. In order to 
determine if inter-role conflict mediated the relationship 
between primary stressors and psychological well-being the 
change in significance of the respective beta weights was 
examined.
Depression. Contrary to the stated hypothesis 
(hypothesis a), inter-role conflict did not mediate the 
relationship between caregiver depression and primary 
stressors, but instead both primary stressors and inter­
role conflict each made unique contributions in predicting 
caregiver depression (see Table 4). Of the primary 
stressors, significant beta weights were obtained for care 
receiver functional impairment in instrumental activities 
and caregiver role overload. In addition, a significant 
beta weight was obtained for inter-role conflict indicating 
that these variables are important predictors of caregiver 
depression.
Marital Satisfaction. Again, as presented in Table 5, 
inter-role conflict did not mediate the relationship
Table 4
Regression Analysis: Inter-role Conflict as a Mediator of Caregiver Depression
Step 1 Step 2 Step 3
Beta Weights




Duration of Caregiving 
















Step 2: Primary Stressors 
Activities of Daily Living 
Instrumental Activities 
















Step 3: Secondary Stressors 
Total IRC .25*
E2 .08 .49*** .53***
A R2 .08 .42*** .04*
N 64
* E <.05** e <•01
*** E <-001
'Note: Dummy variables were created to adjust for missing data on care receiver mental
status and work overload. In both cases, the respective means were substituted for 
missing data. The dummy variables were entered as step 4 in the analysis and were not 
significant.
Table 5
Regression Analysis: Inter-role Conflict as a Mediator of Caregiver Marital Satisfaction
Step 1 Step 2 Step 3
Beta Weights
Step 1: Demographic Variables
Age .01 .00 -.06
Education -.15 -.16 -.15
Occupational Status .21 .16 .17
Duration of Caregiving -.26 -.28* -.31**
Relationship to Care Receiver -.35 -.42 -.36
Step 2: Primary Stressors
Activities of Daily Living .42** .37*
Instrumental Activities -.16 -.18
Care Receiver Mental Status' -.07 -.06
Home Overload -.22 -.11
Work Overload' .18 .19
Caregiver Overload -.18 -.19
Step 3: Secondary Stressors
Total IRC -.28
R2 .23* .40** .44**
A R 2 .23* .17 .05
N 51
* £ <.05** £ <-01 
*** R  <.001
'Note: Dummy variables were created to adjust for missing data on care receiver mental
status and work overload. In both cases, the respective means were substituted for 
missing data. The dummy variables were entered as step 4 in the analysis and were not 
significant.
62
between primary stressors and caregiver marital 
satisfaction. Furthermore, the effect of inter-role 
conflict on caregiver marital satisfaction was not 
significant. However, significant beta weights indicate 
the importance of both demographic variables and 
primary objective stress in predicting caregiver marital 
satisfaction (see Table 5).
Positive Affect. Findings for positive affect 
partially supported the stated hypothesis. The 
relationship between work overload and caregiver positive 
affect was mediated by inter-role conflict whereas the 
relationship between other primary stressors and positive 
affect were not. Care receiver mental status also appears 
to be an important predictor of caregiver positive affect 
(see Table 6).
Negative Affect. The findings for negative affect are 
similar (see Table 7). Inter-role conflict mediated the 
relationship between work overload and caregiver negative 
affect but no mediating relationships between any other 
primary stressors and negative affect were found.
Comparison of Caregivers and Noncaregivers
In order to test the hypothesis that caregivers would 
experience greater inter-role conflict and decreased well­
being in contrast to noncaregivers (hypothesis b), separate 
one-way analyses of varaince (ANOVA) were performed on mean
Table 6
Regression Analysis: Inter-role Conflict as a Mediator of Caregiver Positive Affect
Step 1 Step 2 Step 3
Beta Weights
Step 1: Demographic Variables
Age .01 .18 .11
Education -.10 -.09 -.06
Occupational Status -.01 -.09 -.08
Duration of Caregiving -.08 -.04 -.04
Relationship to Care Receiver -.02 .27 .31
Step 2: Primary Stressors
Activities of Daily Living -.15 -.20
Instrumental Activities -.08 -.07
Care Receiver Mental Status' -.33** -.31*
Home Overload -.31 -.23
Work Overload1 -.28** -.25
Caregiver Overload -.01 .00







* * *  e <-001
‘Note: Dummy variables were created to adjust for missing data on care receiver mental statusand work overload. In both cases, the respective means were substituted for missing data. The
dummy variables were entered as step 4 in the analysis and were not significant.
Table 7
Regression Analysis: Inter-role Conflict as a Mediator of Caregiver Negative Affect
Step 1 Step 2 Step 3
Beta Weights
Step 1: Demographic Variables
Age -.06 -.21 -.12
Education . 06 .03 -.01
Occupational Status -.13 -.01 -.02
Duration of Caregiving .06 -.02 -.02
Relationship to Care Receiver .17 -.03 -.08
Step 2: Primary Stressors
Activities of Daily Living -.13 -.06
Instrumental Activities .25 .25
Care Receiver Mental Status' .13 .10
Home Overload .24 .12
Work Overload’ .26* .21
Caregiver Overload .21 .20
Step 3: Secondary Stressors
Total IRC .34**
R2 .08 .34** .41***




* * *  e <-001
'Note: Dummy variables were created to adjust for missing data on care receiver mental status
and work overload. In both cases, the respective means were substituted for missing data. Thedummy variables were entered as step 4 in the analysis and were not significant. os
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scores of inter-role conflict (noncaregiving IRC only), 
depression, marital satisfaction, positive affect and 
negative affect.
Contrary to hypothesis (b), no significant differences 
were found between caregivers and noncaregivers with 
respect to inter-role conflict, depression, marital 
satisfaction, and negative affect. Findings for positive 
affect did support the stated hypothesis (F(1,153)=23.04,
2 < .001). Noncaregivers displayed greater positive affect 
(M=4.14, S.D.=1.08) than caregivers (M=3.21, S.D.=1.33).
The adjusted effect size for these mean differences was 
eta2=.13. Means and standard deviations are presented in 
Table 1.
Predictive Utility of Caregiver-specific Stressors
The third hypothesis stated that caregiver-specific 
stressor variables (caregiver role overload and caregiving 
IRC) would account for unique variance above and beyond 
noncaregiving stressors (home overload, work overload, and 
noncaregiving IRC) in the prediction of caregiver 
psychological well-being (hypothesis c). In order to test 
this hypothesis, separate hierarchical regression analyses 
for each psychological well-being outcome (i.e., 
depression, marital satisfaction, positive and negative 
affect) were conducted for the caregiver group only. 
Analyses were also individualized for primary stressors 
(perceived role overload) and secondary stressors (inter-
role conflict). Predictor variables and their order of 
entry were as follows: (a) demographic variables
(caregiver age, education, occupational status, 
relationship to the care receiver, and duration of 
caregiving situation), (b) noncaregiving predictor
variables (i.e., work overload, home overload, 
noncaregiving IRC), and (c) caregiving-specific predictor 
variables (i.e., caregiver overload and caregiving IRC).
An incremental F test of the difference in R2 between the 
noncaregiving stressors and caregiver-specific predictors 
was conducted to determine if the caregiver-specific 
stressors made a significant contribution to the total R2 
above and beyond the contribution of noncaregiving 
stressors and demographic variables.
Depression. In support of hypothesis (c), both the 
role overload and inter-role conflict models were 
significant (see Table 8). In both models, caregiver- 
specific stressors made unique contributions above and 
beyond other variables in accounting for variance in 
depression.
Marital Satisfaction. In contrast to hypothesis (c), 
neither caregiver-specific stressors nor noncaregiver 
stressors predicted marital satisfaction. A significant 
beta weight for duration of caregiving in the inter-role 
conflict model indicates the importance of this demographic 
variable in predicting marital satisfaction (see Table 9).
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Table 8
Regression Analyses: The Utility of Caregiver-specific Stressors in
Predicting Caregiver Depression
R2 /iS2 Beta N
Role Overload Model











Step 2: Noncaregiver Stressors 
Home Role Overload
Work Role Overload1 .30*** .23***
.27
.16
Step 3: Caregiver-specific Stressor 
Caregiver Role Overload .43*** .13*** .40** 65
Inter-role Conflict Model











Step 2: Noncaregiver Stressor 
Noncaregiving IRC .09 .02 -.11
Step 3: Caregiver-specific Stressor 
Caregiving IRC .25** .15*** .52*** 65
* E <-05
** E <.01*** £ <-001
‘Note: A dummy variable was created to adjust for missing data on work
overload. The mean was substituted for missing data. The dummy variablewas entered as step 4 in the analysis and was not significant.
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Table 9
Regression Analyses; The Utility of Careaiver-specific Stressors in 
Predicting Careaiver Marital Satisfaction
R2 A R2 Beta N
Role Overload Model











Step 2: Noncaregiver Stressors 
Home Role Overload
Work Role Overload1 .29** .06
-.21
.19
Step 3: Caregiver-specific Stressor
Caregiver Role Overload .29* .00 -.00 52
Inter-role Conflict Model











Step 2: Noncaregiver Stressor
Noncaregiving IRC .27** .05 -.06
Step 3: Caregiver-specific Stressor
Caregiving IRC .32** .05 -.32 52
* £ <.05
** E <-01 
*** E <-001
‘Note: A dummy variable was created to adjust for missing data on work
overload. The mean was substituted for missing data. The dummy variable 
was entered as step 4 in the analysis and was not significant.
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Positive Affect. As depicted in Table 10, caregiver- 
specific stress appears to be a better predictor of 
positive affect in the inter-role conflict model, although 
the overall model is not significant (see Table 10). In 
contrast, the role overload model did not support the 
hypothesis; noncaregiver stressors were better predictors 
of positive affect. In particular, home overload was an 
important predictor of positive affect.
Negative Affect. Similar results were found for 
negative affect. In support of hypothesis (c), caregiving-
specific inter-role conflict predicted negative affect 
above and beyond noncaregiving specific inter-role 
conflict. However, in the role overload model noncaregiver 
stressors were better predictors of negative affect (see 
Table 11). Work overload was an important predictor of 
negative affect in this model.
Domain-specific Predictors
Hypothesis (d) regarding domain specificity suggests 
that domain-specific predictors will better predict domain- 
specific outcome measures, such as marital satisfaction, in
contrast to more global outcome measures. Demographic
variables as well as spouse inter-role conflict made 
independent contributions in accounting for the variance in 
marital satisfaction. In addition, spouse IRC did not 
predict depression or positive or negative affect (See 
Tables 12, 13, 14, 15).
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Table 10
Regression Analyses: The Utility of Careaiver-specific Stressors inPredicting Careaiver Positive Affect
R2 A R2 Beta N
Role Overload Model











Step 2: Noncaregiver Stressors 
Home Role Overload
Work Role Overload1 .22* .21***
-.43**
-.25
Step 3: Caregiver-specific Stressor
Caregiver Role Overload .22 .00 .09 65
Inter-role Conflict Model











Step 2: Noncaregiver Stressor
Noncaregiving IRC .06 .05 -.07
Step 3: Caregiver-specific Stressor
Caregiving IRC .13 .07* -.35* 65
* E <-05 
** £  <-01 
*** £  <-001
‘Note: A dummy variable was created to adjust for missing data on work
overload. The mean was substituted for missing data.. The dummy variablewas entered as step 4 in the analysis and was not significant.
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Table 11
Regression Analyses: The Utility of Caregiver-specific Stressors inPredicting Caregiver Negative Affect
R2 A  R2 Beta N
Role Overload Model











Step 2: Noncaregiver Stressors 
Home Role Overload
Work Role Overload1 .25** .18***
.24
.26*
Step 3: Caregiver-specific Stressor 
Caregiver Role Overload .28** .02 .18 65
Inter-role Conflict Model











Step 2: Noncaregiver Stressor 
Noncaregiving IRC .10 .03 -.15
Step 3: Caregiver-specific Stressor 
Caregiving IRC .33*** .23*** .63*** 65
* E <.05 
** £  <-01 
*** £  <-001
'Note; A dummy variable was created to adjust for missing data on workoverload. The mean was substituted for missing data. The dummy variablewas entered as step 4 in the analysis and was not significant.
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Table 12
Regression Analysis: Spouse Inter-role Conflict as a Predictor
of Caregiver Marital Satisfaction
R2 A R 2 Beta N











Step 2: Domain-specific Predictor 
Spouse IRC .31** .09* -.34** 52
* £ <•05
** £  <.01 
*** e <.001
Table 13
of Caregiver Positive Affect
R2 A  R2 Beta N




Duration of Caregiving 






Step 2: Domain-specific Predictor 
Spouse IRC .03 .01 -.13 65
* £ <-05
** £  <.01




of Carecriver Neaative Affect
E2 A E2 Beta N




Duration of Caregiving 






Step 2: Domain-specific Predictor 
Spouse IRC .11 .04 .21 65
* e  <.05 
** E <-01
* * *  e <.001
Table 15
of Carecriver Depression
E2 A R 2 Beta N




Duration of Caregiving 






Step 2: Domain-specific Predictor 
Spouse IRC .08 .00 .06 65
* e  <*05 
** E  <-01 
*** E <.001
DISCUSSION
There was only partial support for the hypotheses put 
forth in this research, suggesting that the Pearlin et al. 
social contextual model of stress (Pearlin et al., 1990) 
does not fully explain the stress process of caregiving 
women. The model supported by the present research is 
presented in Figure 2.
Comparison of Caregivers and Noncareqivers
Although noncaregivers experienced significantly 
greater positive affect than caregivers, the two groups of 
women did not differ significantly with respect to 
noncaregiving inter-role conflict, negative affect, 
depression, or marital satisfaction. This seems to suggest 
that caregiving does not have the broad, overreaching impact 
that Pearlin et al.'s theory proposes. Reed and his 
colleagues found similar results (Reed et al., 1990). 
Caregivers were similar to noncaregivers in their rating of 
events in a majority of life domains assessed including 
health, dating, work, family, friends, recreation, 
financial, chores and home. In addition, recent work 
(Pearlin, 1992) suggests that differential findings with 
respect to psychological well-being may be based on the 
caregiver's "career"; that is, the specific phase of 
caregiving that the individual is in. Perhaps participants 














ADL Im pa irm en t 
IADL Im pa irm ent
Subjective Indicators 
Perceived Role Overload 
(work, home, caregiv ing)









Positive A ffec t
Negative A f fec t
Domain —specific  Indicator 
Marital Satisfaction
Figure 2. C a reg ive r  s tress m ode l  su p p o r te d  by the c u r re n t  research .
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stressful phase of caregiving or were coping satisfactorily 
at the time of measurement.
Given the above results, caregivers and noncaregivers 
do not seem to differ as to the impact of stress associated 
with occupying multiple roles. However, how various 
stressors contribute to their overall well-being may 
actually be very different. In other words, the outcome may 
be similar in caregivers and noncaregivers, but the make up 
of these outcomes may involve different roles or 
combinations of roles and different stressors. This 
assumption is explored by examining the differential 
contribution of perceived role overload and inter-role 
conflict in two ways.
First, the mediating function of inter-role conflict 
(total IRC) as hypothesized by Pearlin et al. 's model (1990) 
was explored. They propose that secondary stress, such as 
inter-role conflict, will mediate the relationship between 
both objective (patient illness characteristics) and 
subjective (perceived role overload) primary stressors and 
psychological well-being. Second, the contribution of 
domain-specific stressors to psychological well-being was 
examined. If the caregiver role consumes the individual, 
overshadowing other social roles as Pearlin et al. (1990) 
suggest, then caregiver-specific stressors should predict 
well-being above and beyond other stressors and demographic 
variables.
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Inter-role Conflict as a Mediator of Primary Stressors and 
Well-being
Inter-role conflict (total IRC) served as a significant 
mediator between work overload and both positive and 
negative affect. High inter-role conflict resulted in 
greater negative affect and less positive affect. These 
findings are consistent with a pilot study demonstrating 
that inter-role conflict mediated the relationship between 
work role overload and marital satisfaction (Blanchard- 
Fields & Moore, 1992)
However, inter-role conflict did not mediate the 
relationship between primary stressors and marital 
satisfaction or depression in the present study. Thus, 
there was only partial support for the Pearlin et al. model 
(1990). These differential findings lend support to the 
multidimensional nature of the caregiver stress model; 
different relationships exist between specific stress 
predictors and various outcomes. The importance of 
utilizing outcome measures that encompass more that one 
dimension of well-being is also emphasized by this research. 
Without a multidimensional model these findings might have 
remained hidden.
The above findings also underscore the value of 
distinguishing between the two components of role strain: 
inter-role conflict and perceived role overload. Inter-role 
conflict was important in relation to several well-being
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outcomes; however, role overload was meaningful to others. 
Other researchers have typically ignored this distinction, 
although, clearly different relationships exist among "role 
strain" variables and various dimensions of psychological 
well-being.
In the Pearlin et al. model (1990), a mediator, such as 
inter-role conflict, is viewed as having the potential to 
explain the variability in outcome among caregivers, or why 
some caregivers fare better than others in dealing with the 
chronic strain of caregiving. Pearlin and his colleagues 
hypothesize that primary stress (role overload) indirectly 
causes inter-role conflict which negatively influences well­
being outcomes. Perhaps inter-role conflict did not act as 
a mediator with respect to depression and marital 
satisfaction because the caregiving experience does not 
operate unidirectionally, but as an interactive, 
multidirectional process. As depicted in Figure 2, the 
present research suggests that primary stressors do not lead 
to secondary stressors, but that both types of stress exert 
a simultaneous influence (see Figure 2). It also seems 
likely that the mediating relationships among stressors are 
in the opposite direction of those suggested by Pearlin et 
al.'s work (1990).
With respect to depression, both objective (functional 
impairment in instrumental activities of daily living) and 
subjective primary stressors (caregiver role overload) as
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well as inter-role conflict were unique predictors of 
outcome. Other caregiving research has pointed to the 
importance of both objective and subjective factors in 
understanding the stress and well-being of caregivers 
(Montgomery, Stull, & Borgatta, 1985). In fact, several 
researchers suggest that objective and subjective burden are 
two separate components of caregiver stress (George &
Gwyther, 1986; Poulshock & Deimling, 1984). For example, 
subjective burden was associated with caregiver age and 
income whereas objective burden was related to caregiving 
duties that caused the caregiver to be confined (Montgomery, 
Gonyea, & Hooyman, 1985).
In the social contextual model of caregiver stress 
(Pearlin et al., 1990; Pearlin et al., 1981), Pearlin and 
his colleagues suggest that depression is more likely to be 
influenced by the mediating effects of role conflict if a 
caregiver's self-esteem has been threatened. As they note, 
it is well-documented that depression has been found to be 
particularly sensitive to negative self-esteem. This was 
not manipulated in the present study. Perhaps the 
caregivers in this particular study displayed adequate self­
esteem; thus, masking the possible mediating effect of 
inter-role conflict on depression. It is also possible that 
some other factor may be mediating or buffering the effects 
of both primary and secondary stress on caregiver 
depression— such as social support, coping skills, attitudes
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toward filial responsibility, or the benefits associated 
with other social roles. Although depression has been 
documented as an outcome of caregiving in other research, 
examination of the possible mediators of depression appears 
to be a fruitful area warranting further investigation.
For marital satisfaction, the greater the functional 
impairment in activities of daily living (objective 
stressor), the higher caregiver marital satisfaction was 
found to be. Existing caregiver research has documented 
that spouse caregivers experience greater burden related to 
activities of daily living (Miller, McFall, & Montgomery, 
1991) and that older caregivers have more difficulty dealing 
with care receiver physical impairment (Fitting et al.,
1986); however, the impact of care receiver functional 
impairment on marital satisfaction has not been 
investigated.
Longitudinal caregiver research may help to explain 
this seemingly odd association of care receiver impairment 
and marital satisfaction (Gilhooly, 1984; Zarit, Todd, & 
Zarit, 1986). The authors suggest that over time caregivers 
learn to deal more effectively with the trials of caregiving 
resulting in lower stress and greater well-being.
Caregivers in the current study may have learned to cope 
with their care receiver's functional impairment in 
activities of daily living such that their marital 
satisfaction was not adversely affected. Additional
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longitudinal data is necessary to further examine this 
interpretation.
Another possible explanation involves the marital 
relationship itself. Caregivers who have been caregiving 
longer tend to be spouses. Furthermore, caregiving wives 
may perceive caregiving as inherent in their spouse role; 
they may expect to be caregivers and, therefore, experience 
little inter-role conflict involving spouse and caregiver 
roles. Spouses may also derive a sense of satisfaction or 
pleasure from knowing that they are repaying their partner 
for a meaningful lifetime together.
It is important to note that the measure of marital 
satisfaction utilized did not differentiate between spouse 
caregivers who were married to the care receiver and 
caregivers who were not. The rating of marital satisfaction 
by those married to a dementia patient versus caregivers who 
were related in some other way to the patient may have been 
very different. A subsequent one-way analysis of variance 
resulted in significant differences between spouse 
caregivers and other caregivers who were children, sisters, 
or grandchildren (F(1,57)=4.70, p < .05). Spouse caregivers 
experienced greater marital satisfaction (M=34.42) than 
nonspouse caregivers (M=31.94). The adjusted effect size 
for these mean differences was eta2=.08.
Moreover, the objective stress of dealing with the care 
receiver's functional impairment in activities of daily
living may provide an opportunity for role competency, 
resulting in good feelings about the spouse role and marital 
relationship. The benefits of occupying roles that may 
appear stressful on the surface, such as the work or 
caregiver role, have been well-documented (Barnett & Baruch, 
1987; Baruch & Barnett, 1986; Hall & Gordon, 1973; Stoller & 
Pugliesi, 1989). Researchers suggest that when rewards 
outweigh the costs associated with a particular role, 
negative effects of that "added" role are negligible 
(Holahan & Gilbert, 1979) even though we might expect that 
role to be burdensome. Again, further investigation 
including "multiple role" variables would help to delineate 
the contributing factors to marital satisfaction.
The above findings regarding marital satisfaction may 
also be interpreted in terms of domain-specificity. For 
example, inter-role conflict specific to the spouse role 
predicted marital satisfaction whereas total inter-role 
conflict did not. Perhaps total inter-role conflict was not 
sensitive enough to detect changes in marital satisfaction 
or depression. Furthermore, role overload specific to the 
spouse, parent, and self roles was not assessed, instead, 
indicators included home, work, and caregiving overload.
Home overload was assumed to encompass aspects of spouse and 
parent roles but did not specifically question participants 
about overload in those roles.
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The Predictive Utility of Caregiver-specific Stressors
As predicted, the caregiver-specific stressor of inter­
role conflict resulted in both higher caregiver depression 
and negative affect. The analyses of positive affect also 
suggest the importance of caregiving inter-role conflict, 
although the overall model was not significant.
In contrast, findings with respect to the caregiver- 
specific stressor of perceived role overload suggest that 
noncaregiver role overloads were important to both positive 
and negative affect. Home overload was a more important 
predictor than caregiving overload for positive affect and 
work overload was a more important predictor for negative 
affect. Recent work by Skaff and Pearlin (1992) suggest 
that the work role is associated with depressive symptoms.
In addition, Franks & Stephens (1992) point to the stress 
associated with family roles for caregivers. Family and 
work roles have been linked to stress and diminished 
psychological well-being in research concerning the multiple 
roles of women as well (Baruch & Barnett, 1987; Cooke & 
Rousseau, 1984). Again, the Pearlin et al. (1990) model is 
only partially supported.
A common theme emerges with respect to the 
predictability of psychological well-being. Different types 
of stressors associated with subjective primary stressors 
and secondary stressors differentially predict various 
outcomes. Thus, it was indeed important to distinguish
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between the two components of role strain (i.e., role 
overload and inter-role conflict). In addition, the 
benefits of using a multidimensional approach in the 
measurement of both predictors and outcomes are emphasized 
(George & Gwyther, 1986; Novak & Guest, 1989). Clearly, 
different relationships exist among predictors and outcomes; 
these relationships would be overlooked without a 
multidimensional approach.
Finally, duration of caregiving, a demographic 
variable, was the only predictor of marital satisfaction.
It appears that for marital satisfaction, neither caregiver- 
specific stressors nor stress associated with noncaregiver 
roles were as important as the length of time an individual 
had been a caregiver.
Overall, these results suggest the importance of the 
caregiver role as a unique form of stress that adds to the 
understanding of the effects of caregiving on some 
dimensions of psychological well-being. However, for other 
dimensions such as marital satisfaction, stress associated 
with the caregiver role does not appear to be the most 
significant factor.
Domain-specific Predictors
Finally, spouse inter-role conflict, a domain-specific 
predictor measure, was predictive of marital satisfaction, a 
domain-specific outcome measure. Spouse inter-role
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conflict did not predict more global outcome measures 
including depression and positive and negative affect.
The value of using domain-specific measures has been 
established by others. In a recent study, Franks and 
Stephens (1992) also found that role-related stress 
differentially predicted caregiver well-being outcomes 
including, physical health and positive and negative affect. 
Similar findings have been found with respect to locus of 
control (Lachman, 1986) and coping (Blanchard-Fields & 
Robinson, 1987). The present study confirms the value of 
examining domain-specific predictor and outcome variables in 
order to obtain a more complete picture of caregiver 
psychological well-being.
Limitations of the Present Research
The reliability of findings for all four indices of 
well-being may have been influenced by the relatively small 
sample size of this research (N ranged from 51 to 65 for 
regression analyses). Thus, further research based on 
larger samples is warranted in order to test the stability 
of the model supported by the present research (see Figure 
2). In addition, a randomly drawn sample would improve the 
stability of the model.
Furthermore, the sample may be biased with respect to 
the type of individual who volunteered. Although 
participants were recruited from a variety of sources, all 
caregivers were utilizing some type of formal assistance
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ranging from having their patient evaluated by a local 
hospital dementia unit to using adult day care once a week. 
One indication of possible bias is the rather high 
educational level of participants. Although this is a 
problem, it should be noted that variability in demographic 
variable standard deviations was sufficient.
Another limitation of the study concerns missing data 
on the work overload variable. Approximately 3 5 caregivers 
were employed and completed the work overload measure. 
Although missing data was compensated for in the regression 
analyses, this problem may have led to erroneous results. 
Future research should include larger numbers of women who 
occupy both the work and caregiver roles as well as other 
social roles.
The cross-sectional nature of this research is a 
limitation as well. Longitudinal data would help to discern 
the relationships between an individual's pre-caregiver 
stress level and well-being and the impact of caregiving on 
the individual. The work of Folkman and Lazarus (1986) 
illustrates the importance of considering one's ability to 
cope with stress over time. The particular phase of 
caregiving or of the care receiver's illness could also be 
related to stress and well-being (Pearlin, 1992). Following 
the caregiver experience over time would assist researchers 
in gaining a better understanding of the dynamic, 
multidirectional process of caregiving.
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Finally, the measure of inter-role conflict used was 
intended to be based on the individual's perceived inner 
conflict between roles; however, caregivers may have 
interpreted the items as implying that overt conflict had 
taken place among themselves and another (such as spouse or 
employer). Great effort was made to prevent such a 
misinterpretation, but it is a possible problem that could 
have affected the results of these analyses.
Future Directions in Research
Conflicting evidence for Pearlin et al.'s hypothesized 
mediating relationships suggests the need for future 
research to explore the relationships among primary and 
secondary stressors and well-being outcomes. The use of 
larger samples and longitudinal data would help to reveal 
the actual process of caregiver stress. Examining other 
potential mediators of the stress process, such as social 
support, would be beneficial as well. The use of comparison 
groups who are undergoing stress of various kinds would help 
to determine whether or not caregiving per se is the primary 
cause of stress and decreased well-being or if combinations 
of roles and strain are acting in concert.
Finally, it is crucial that future research consider 
multidimensional models that separate caregiving from its 
impact, including noncaregiver-specific predictor and 
outcome variables. Further dimensionalization of stress 
variables and well-being outcomes will help us to better
understand the stress process and how we, as professionals 
might intervene to assist dementia clients and caregivers. 
Overall, examining the multiple roles and role specific 
stress of caregivers appears to be a fruitful area of 
research that merits further investigation.
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Number of grades completed (1-12)
High School Equivalent (12)______
Technical School (13)____________
Associate Degree (14)____ ________
Bachelor's Degree (16)___________
Master's Degree (18)_____________
Ph.D., M.D., J.D. (21)___________
Other
Occupation_____________________________________ How long:___
Do you consider your present position to be a job or a
career ?
If retired, what was last occupation held:______________
Spouse's occupation:_____________________________________
Are you a parent? yes  no____
How many of your children live at home with you?____
How many people live in your household?____
What is your relationship to the care receiver?__________
How many hours do you spend each week on caregiving 
tasks?
How many months have you been a caregiver for this 
person?_____
How many months have current living arrangements 
existed?______
Does someone share this responsibility with you? Please 
describe.
Do you use support services to assist you with caregiving 
including support groups, adult day care, sitters, respite 
services, counseling, etc.? Please describe.______________
Have you heard of these support services before? Are they 
available in your community? Please describe._____________
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APPENDIX B
KATZ INDEX OF ACTIVITIES OF DAILY LIVING 
Please rate the care receiver on the following items. 
The term assistance means supervision, direction, or 
personal assistance.
BATHING - either sponge bath, tub bath or shower
1. Receives no assistance (gets in and out of tub by 
self if tub is usual means of bathing).
2. Receives assistance in bathing only one part of 
body (such as back or legs).
3. Receives assistance in bathing more than one part 
of body (or does not bathe self).
DRESSING - gets clothes from closet and drawers; puts on 
clothes, including underclothes, outer garments; 
manages fasteners (including braces, if worn).
1. Gets clothes and gets completely dressed without 
assistance.
2. Gets clothes and gets dressed without assistance 
except for tying shoes.
3. Receives assistance in getting clothes or in 
getting dressed or stays partly or completely 
undressed.
TOILETING - going to the "toilet room" for elimination;
cleaning self after elimination and arranging 
clothes.
1. Goes to "toilet room," cleans self, and arranges 
clothes without assistance (may use object for 
support such as cane, walker, or wheelchair and 
may manage night bedpan or commode, emptying same 
in morning).
2. Receives assistance in going to "toilet room" or 
in cleansing self or in arranging clothes after 
elimination or in use of night bedpan or commode.
3. Does not go to room termed "toilet" for the 
elimination process.
BOWEL CONTINENCE
1. Complete control of bowels
2. Occasionally incontinent less than once per week.
3. Incontinent
BLADDER CONTINENCE






1. Moves in and out of bed and in and out of chair 
without assistance (may use cane or walker).
2. Moves in or out of bed or chair with assistance.
3. Does not get out of bed.
EATING
1. Eats without assistance
2. Eats with some assistance in cutting meat or
buttering bread.
3. Receives assistance in eating or is fed partly or 
completely fed by NG or IV's.
Note. From "A measure of primary sociobiological function9' 
by S. Katz and A. Akpom, 1976, International Journal of 
Health Services. 6, p.493-507.
APPENDIX C
INSTRUMENTAL ACTIVITIES OF DAILY LIVING
Please rate the care receiver on the following items.
ABILITY TO USE TELEPHONE
1. Operates telephone on own initiative; looks up and 
dials numbers, etc.
2. Dials a few well-known numbers.
3. Answers telephone but does not dial.
4. Does not use telephone at all.
SHOPPING
1. Takes care of all shopping needs independently.
2. Shops independently for small purchases.
3. Needs to be accompanied on any shopping trip.
4. Completely unable to shop.
FOOD PREPARATION
1. Plans, prepares, and serves adequate meals 
independently.
2. Prepares adequate meals if supplied with ingredients.
3. Heats and serves prepared meals, or prepares meals but 
does not maintain adequate diet.
4. Needs to have meals prepared and served.
HOUSEKEEPING
1. Maintains house alone or with occasional assistance 
(e.g., heavy-work, domestic help).
2. Performs light daily tasks such as dish washing and 
bed making.
3. Performs light daily tasks but cannot maintain 
acceptable level of cleanliness.
4. Needs help with all home maintenance tasks.
5. Does not participate in any housekeeping tasks.
LAUNDRY
1. Does personal laundry completely.
2. Launders small items; rinses socks, stockings, etc.
3. All laundry must be done by others.
MODE OF TRANSPORTATION
1. Travels independently on public transportation or 
drives own car.
2. Arranges own travel via taxi, but does not otherwise 
use public transportation.
3. Travels on public transportation when assisted or 
accompanied by another.
4. Travel limited to taxi or automobile, with assistance 
of another.
5. Does not travel at all.
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RESPONSIBILITY FOR OWN MEDICATION
1. Is responsible for taking medication in correct 
dosages at correct time.
2. Takes responsibility if medication is prepared in 
advance in separate dosages.
3. Is not capable of dispensing own medication.
ABILITY TO HANDLE FINANCES
1. Manages financial matters independently (budgets, 
writes checks, pays rent and bills, goes to bank); 
collects and keeps track of income.
2. Manages day-to-day purchases, but needs help with bank 
for major purchases, etc.
3. Incapable of handling money.
Note. From "Assessment of older people: Self-maintenance
instrumental activities of daily living" by M. P. Lawton 
and E. M. Brody, 1969, The Gerontologist. 9, p.179-186.
APPENDIX D
MINI-MENTAL STATE EXAM 
(After Folstein, M. 1975)
MAX ACTUAL
NOTE LEVEL OF CONSCIOUSNESS _____________  SCORE
ORIENTATION
l.(Ask for the date. Then specifically ask for parts 
omitted. SCORE - one point for each.) "What is the 
(year) (season) (date) (month) (day) ?" (5)______
(5)2. "Can you tell me the name of the (state) (coun­
try) (town) (hospital) (floor)?
REGISTRATION
(Ask the patient if you may test his/her memory.
Then say the words clearly and slowly.)
3. "Remember these 3 words: cup, pencil, airplane.
{After you have said all 3, ask him/her to 
repeat them. SCORE - number of words correct 
on first attempt (0-3). Allow up to 6 trials.)
NUMBER OF REPETITIONS ________  (3)
ATTENTION and CALCULATION
4. "I want you to count backwards from 100 by 7's."
{Stop after 5 subtractions (93,86,79,72,65). SCORE - 
one point for each correct subtraction of 7 from the 
previous number.}
"Now spell "WORLD" backwards."
(SCORE - number of letters in correct order, i.e.,
DLROW-5, DLORW-3, score both tasks, but count only 
the best one toward the total score).
RECALL (5)
5. "Do you remember the words I gave you earlier?
What were they?"
LANGUAGE (3)
6. NAMING: (Point to a wrist watch and ask him/her 
what it is. Repeat for pencil.)
7. REPETITION:(Ask the patient to repeat) "No ifs, (2)
ands, or buts."
(1)8. COMPREHENSION: (Place a piece of paper in front
of the patient and say) "Take the paper in your




9. READING: (Ask the patient to read it and to do
what it says.) (1)
CLOSE YOUR EYES.
10. WRITING: (Ask the patient to write a sentence on 
the next page. Do not dictate a sentence. It 
should contain a subject and a verb and make sense.
Correct grammar and punctuation are not necessary.)
(1)VISUO-SPATIAL
11. (Ask the patient to copy the design on the next 
page. SCORE-one point. All 10 angles must be pres­
ent and they must intersect in order to get credit.
Tremor and rotation are ignored. Allow 1 minute to 
start and 1 minute to complete task). (i)
(30)Total Score
Note. From "'Mini-Mental State': A practical method for
grading the cognitive state of patients for the clinician 
by M. F. Folstein, S. E. Folstein, and P. R. McHugh, 1975, 
Journal of Psychiatric Research. 12, 189-198.
APPENDIX E 
Work Overload
Please respond to the following questions regarding your
present work environment using the scale listed below.
1 2 3 4 5 6 7
never rarely occasionally sometimes often usually very
often
_____  1. I don't have enough hours in the day to finish my
job.
_____  2. I am responsible for an almost unmanageable
number of work projects or assignments going out 
at the same time.
_____  3. I am responsible for turning out a large quantity
of work.
_____  4. My job involves much more responsibility for
people (i.e., subordinates or clients) than for 
procedures.
  5. I have a workload that is simply too heavy to




Please respond to the following questions regarding your
present home environment using the scale listed below.
1 2 3 4 5 6 7
never rarely occasionally sometimes often usually very
often
  1. I don't have enough time in the day to finish my
household tasks.
_____  2. I am responsible for an almost unmanageable
number of household projects going on at the same 
time.
  3. I am responsible for turning out a large quantity
of housework.
  4. My job involves more responsibility for taking
care of members of the family than for household 
chores.
  5. I have a workload at home that is simply too
heavy to finish in an ordinary day.
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Caregiving Overload
Please respond to the following questions regarding your
present caregiving situation using the scale listed below.
1 2 3 4 5 6 7
never rarely occasionally sometimes often usually very
often
_____ 1. I don't have enough hours in the day to complete
the things that I need to do to take care of my
relative.
_____  2. I am responsible for an almost unmanageable
number of caregiving duties going on at the same 
time.
_____  3. I am responsible for a large amount of caregiving
duties.
  4. My caregiving duties involve more responsibility
for taking care of my relative than for household 
chores or errands.
  5. I have a caregiving workload that is simply too
heavy to finish in an ordinary day.
Note. From "Stress and strain from family roles and work- 
role expectations" by R. A. Cooke and D. M. Rousseau, 1984, 
Journal of Applied Psychology. 69. p.252-260.
APPENDIX F
Inter-role Conflict
Listed below are situations which commonly occur in the 
life of individuals. We are interested in knowing the 
degree of internal conflict within yourself that each of 
these particular situations poses for you — at this time or 
stage of your life. Please use the following 5-point scale 
to indicate in your opinion, how much internal conflict 
each of the following situations presently poses for vou.
If a situation is not applicable to you, write NA in the 
blank provided.
1 2 3 4 5 NA
causes no slight some moderate high
internal internal internal internal internal
conflict conflict conflict conflict conflict
Putting yourself first in terms of your work
versus your spouse putting himself first in terms of his 
work.
_____ 2. Wanting to be recognized at a high level in terms
of your work versus wanting to maximize your personal 
development.
_____ 3. Supporting your child's recreational activities
versus spending time on your career development.
_____ 4. Taking a long vacation with only your spouse
versus being with your child.
 5. Your need for time with your spouse versus your
spouse's need for time with you.
 6. Attending social functions which support your
spouse's career versus attending functions congruent with 
your own interests.
 7. Giving priority to your family versus giving
priority to yourself.
 8. Feeling that your spouse would be unable to
function and keep himself together if he did not succeed 
career-wise versus wanting to put yourself first career- 
wise.



















 10. Spending most evenings on work-related activities
versus spending most evenings with your family.
 11. Entertaining the colleagues of your spouse versus
using your recreational time for your own needs.
_____ 12. Devoting recreational time to yourself versus
devoting recreational time to your child.
_____ 13. Handling household management yourself versus
feeling that your spouse should share household 
responsibilities.
 14. Wanting to be alone versus your child wanting to
be with you.
 15. Your attitudes in regard to extramarital
relationships versus your spouse's attitudes in regard to 
extramarital relationships.
_____ 16. Feeling it is more important for your spouse to
succeed in his work versus feeling it is more important for 
you to succeed in your work.
_____ 17. Hiring a child-care person so that you and your
spouse can have uninterrupted time together versus being 
with your child.
 18. The life style you prefer versus the life style
preferred by your spouse.
_____ 19. Feeling an overload in household responsibilities
versus not trusting others to perform them.
 20. Taking responsibility for the needs of your child
versus wanting your spouse to take more responsibility in 
this area.
 21. Spending prime time developing and maintaining
the relationship with your spouse versus spending prime 
time developing and maintaining the relationship with your 
child.
 22. Taking a vacation by yourself versus taking a
vacation with your spouse.
1 1 0















_____ 23. Leaving a satisfying work environment because of
your spouse's career aspirations versus staying in this 
environment despite your spouse's career aspirations.
 24. Spending time with your spouse versus spending
time with your colleagues.
_____ 25. Wanting your spouse to participate in household
management versus your spouse wanting to devote his time to 
his own career development.
  26. Wanting to devote time to your work versus your
spouse wanting you to spend time with him.
_____ 27. Letting your work consume nearly all your time
and energy versus devoting time to the development of 
outside interests.
 28. Your child's requesting that you stay home with
him or her versus your following the routine of your usual 
work schedule.
_____ 29. Wanting to be a "good" spouse versus being
unwilling to risk taking the time from your work.
 30. Devoting a large percentage of your time to the
raising of your family versus devoting a large percentage 
of your time to your work.
 31. Advancing your career goals versus developing
meaningful relationships.
 32. Doing what you know you need to do to advance in
your work versus doing what you would prefer to do in your 
work.
 33. Feeling burdened from child care responsibilities
versus not trusting others to perform them.
_____ 34. In general, how much total role conflict do you
experience? (1 = no conflict, 5 = extremely high conflict)
 35. Wanting to be recognized at a high level in terms
of your work versus devoting time to taking care of your 
relative.
Ill















 36. Letting your work consume nearly all your time
and energy versus devoting time to taking care of your 
relative.
 37. Advancing your career goals versus staying home
to care for your relative.
38. Putting yourself first in terms of your work 
versus putting your relative first in terms of the care 
he/she needs.
_____ 39. Wanting to spend time on your work versus your
relative wanting you to spend time taking care of him/her.
_____ 40. Wanting to be a "good" daughter of daughter-in-
law versus being unwilling to risk taking the time off from 
your work.
_____ 41. Spending prime time taking care of your relative
versus spending prime time developing and maintaining the 
relationships with your children.
_____ 42. Hiring a child-care person so that you can take
care of your relative versus being with your child.
 43. Supporting your child's recreational activities
versus spending time taking care of your relative.
 ____ 44. Spending most evenings on caregiving related
tasks versus spending most evenings with your children.
_____ 45. Your child's requesting that you stay home with
him or her versus your following the routine of your usual 
caretaking duties.
 46. Devoting a large percentage of your time to the
raising of your family versus devoting a large percentage 
of your time to your caregiving responsibilities.
 47. Giving priority to your family versus giving
priority to your infirmed relative.
 48. Taking a long vacation with your spouse versus
caring for your infirmed relative.
 49. Attending social functions with your spouse
versus staying home to care for your relative.
1 1 2















 50. Entertaining the colleagues of your spouse versus
using your time to care for your relative.
 51. Spending quality time developing and maintaining
your relationship with your spouse versus spending time 
taking care of your relative.
 ____52. Your spouse wanting you to spend time with him
versus you wanting to care for your relative.
 53. Wanting to be a "good" spouse versus wanting to
be a "good" daughter or daughter-in-law.
_____ 54. Following your own interests versus caregiving
for your relative.
 55. Giving priority to yourself versus giving
priority to your caregiving duties.
_____ 56. Wanting to maximize your personal development
versus feeling the need to take care of your relative.
 57. Using your recreational time for your own needs
versus using your time to care for your relative.
 58. Wanting to be alone versus your relative wanting
you to be with him/her.
_____ 59. The life style you prefer versus the life style
you must live in order to care for your relative.
Note. From "Inter-role conflict for working women: 
Careers versus jobs" by C. K. Holahan and L. A. Gilbert, 
1979, Journal of Applied Psychology. 64, p. 86-90.
APPENDIX G
Affect Balance Scale
Please circle the response that best describes how you 
feel. During the past few weeks did you ever feel ....
1. Pleased about having accomplished something? Yes No
2. Depressed or very unhappy? Yes No
3. Proud because someone complimented you on
something you had done? Yes No
4. Particularly excited or interested
in something? Yes No
5. Bored? Yes No
6. So restless that you couldn't sit long
in a chair? Yes No
7. On top of the world? Yes No
8. That things were going you way? Yes No
9. Very lonely or remote from other people? Yes No
10. Upset because someone criticized you? Yes No
Note. From The structure of psychological well-being by N. 




On the line at the left of each item, place the number of 
the statement which best describes how often you felt this 
way DURING THE PAST WEEK.
0 1 2  3
Rarely or Some or Occasionally Most or
none of the little of or a moderate all of
time (less the time amount of time the time
than 1 day) (1 to 2 days) (3 to 4 days) (5 to 7
days)
______ 1. I was bothered by things that usually don't
bother me.
______ 2. I did not feel like eating; my appetite was poor.
______ 3. I felt that I could not shake off the blues even
with help from my family or friends.
______ 4. I felt that I was just as good as other people.
______ 5. I had trouble keeping my mind on what I was
doing.
______ 6. I felt depressed.
______ 7. I felt that everything I did was an effort.
______ 8. I felt hopeful about the future.
______ 9. I thought my life had been a failure.
______ 10. I felt fearful.
______ 11. My sleep was restless.
______ 12. I was happy.
______ 13. I talked less that usual.
______ 14. I felt lonely.
______ 15. People were unfriendly.
______ 16. I enjoyed life.
______ 17. I had crying spells.
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______ 18. I felt sad.
______ 19. I felt that people disliked me.
______ 20. I could not get "going."
Note. From "The CES-D scale: A self-report depression
scale for research in the general population" by L. S. 
Radloff, 1977, Applied Psychological Measurement. 1, p.
APPENDIX I
Please answer the following questions using the scale 
listed below.
0 1 2 3 4 5
All the Most of More often Occasionally Rarely Never
time the time than not
 1. How often do you discuss or have you considered
divorce, separation, or terminating your relationship?
 2. How often do you or your mate leave the house after
a fight?
 3. In general, how often do you think that things
between you and your partner are going well?
 4. Do you confide in your mate?
 5. Do you ever regret that you married (or lived
together)?
 6. How often do you and your partner quarrel?
 7. How often do you and your mate "get on each other's
nerves?"
Please use the following scale for question #8.
4 3 2 1 0
Everyday Almost Occasionally Rarely Never
Everyday
 8. Do you kiss your mate?
9. The numbers on the following line represent different 
degrees of happiness in your relationship. The middle 
point, "happy," represents the degree of happiness of most 
relationships. Please circle the number which best 
describes the degree of happiness, all things considered, 
of your relationship.
0 1 2 3 4 5 6
Extremely Fairly A Little Happy Very Extremely Perfect 
Unhappy Unhappy Unhappy Happy Happy
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10. Which of the following statements best describes how 
you feel about the future of your relationship?
  I want desperately for my relationship to succeed, and
would go to almost anv length to see that it does.
  I want very much for my relationship to succeed, and
will do all I can to see that it does.
  I want very much for my relationship to succeed, and
will do mv fair share to see that it does.
  It would be nice if my relationship succeeded, but I
can't do much more than I am doing now to help it succeed.
  It would be nice if it succeeded, but I refuse to do
anv more that I am doing now to keep the relationship 
going.
  My relationship can never succeed, and there is no
more that I can do to keep the relationship going.
Note. From "Measuring dyadic adjustment: New scales for
assessing the quality of marriage and similar dyads" by G.
B. Spanier, 1976, Journal of Marriage and the Family. 38, 
p. 15-28.
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